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INFECTION FROM OLD HEIFATOMA—PECULIAR END OF 
HERNIA—PAROVARIAN CYST—SUPPURATING 
CYSTOMA—HYSTERECTOMY FOR 
PUS TUBES.* 


BY RUFUS B. HALL, A. M., M. D., CINCINNATI, OHIO. 
President of the Ohio State Medical Society. 


This group of specimens from cases in my recent work is of 
unusual interest, each one illustrating some interesting feature in 
abdominal surgery. The busy life of the hard worker and the great 
number of specimens passing thru the hands of men engaged in 
this line of work, makes one hesitate to present a specimen before 
such a body of medical gentlemen as the Academy represents, unless 
some interesting feature is connected or associated with the case 
from which the specimen has been removed, or something unusually 
interesting in the specimen itself. I hope that the specimens and 
cases will not prove uninteresting to you even tho many of you do 
not do the class of work in which I am engaged. 


FIBROID WITH PECULIAR HERNIA, 


The first specimen presented this evening is a multinodular 
fibroid tumor of the uterus, removed from M——, aged 36, patient 
of Dr. James F. Heady, of Glendale, Ohio. The operation was 
made at my private hospital January 20, 1900. The patient had been 
conscious of the presence of the tumor for several years. She suf- 
fered from pressure and profuse menstruation during all this time, 
but was able to enjoy ordinary health until four or five months ago. 
Since that time she has suffered severely from uterine hemorrhage, 
which was almost constantly present. The patient was almost ex- 
sanquinated. The anemia was profound. The tumor was somewhat 
larger than an adult head, a portion of it blocking up the pelvic 
cavity. To the right side of the tumor and above it was a some- 
what movable mass that was in size and shape not unlike the normal 
kidney. For four or five weeks preceding the operation the patient 
suffered great pain at times; and there was a good deal of doubt as 
to the cause of the pain, it being a question whether or not the 
pressure of the tumor upon the ureter at the pelvic brim, damming 
back the urine in the kidney, was the cause. It could not be made 
out before the operation whether this somewhat movable lump was 
a portion of the tumor or the right kidney which was movable. The 
examination of the urine was negative. The shape of the tumor in 
palpation was so like a kidney that it made the diagnosis difficult 
as to that feature in the case. She had a left-side femoral hernia 
somewhat larger than the closed hand which had existed for several 
years; it was irreducible and not strangulated. At the time of the 
operation when the abdomen was opened it was found that the 
omentum was glued down to the tumor on the left side. It was 
pulled well down and a large portion of the omentum constituted 
the hernia spoken of. The omentum was firmly adherent in the sac 
and could not be liberated from the inside of the abdomen. I could 
not make the manipulations necessary for the removal of the tumor 
without first liberating the omentum. Therefore I ligated it close 
to the femoral ring at two points, an inch apart, and cut between the 
ligatures, leaving the portion comprising the hernia undisturbed. 
Under the tumor was an adherent hematoma of the ovary holding a 
small quantity of old dark blood-clot. This was ruptured during 
the manipulation and a small portion spilled upon the field of opera- 
tion. Total extirpation was made and the operation finisht in the 
usual way. She developt a severe attack of peritonitis. I have little 
doubt but that it was the spilling of the hematoma that caused this. 
After a severe struggle of three days, convalescence was establisht 
and she made a nice recovery. At the commencement of the opera- 
tion I expected to remove the tumor and repair the hernia at the 
same sitting, but she took the anesthetic so badly, and her condition 
was so desperate by the time the operation for removal of the tumor 
was completed, that it precluded any further operative interference. 
I was greatly interested and a little worried to know what would 
become of the large mass of omentum filling the hernial sac. I 
hoped that the adhesions to the sac would be sufficient to sustain its 
vitality. If so, all would be well. If not, I reasoned that a secondary 
operation a few days hence, by laying the sac open and treating it 
as an open wound, would give her a better chance for recovery than 
to prolong the operation at this time. I expected this hernia to 
give her trouble within a few days, and I was prepared to meet it 


* Presented to the Cincinnati Academy of Medicine, February 26, 1900. 


when it came, and to do whatever was necessary to be done. To my 
great delight there was never any tenderness, swelling, redness or 
undue tension in the hernial sac. At the end of two weeks it com- 
menced to diminish in size, and when she left the hospital, five weeks 
from the day of her operation, it was but very little larger than a 
hulled black walnut. 

This case emphasizes a conviction I have entertained for several 
years as to the danger of infection from an old hematoma of the 
ovary in these operations for removal of fibroid tumors. Patients 
in whom this blood is spilled over the field of operation nearly every 
one develop severe peritonitis; and we all appreciate what a dan- 
gerous risk that is to our patient. I have come to regard this hema- 
toma to be as dangerous as pus. The practical lesson to be drawn 
from a case of this kind is: Earlier operation, before the ovaries 
are embraced between the pelvic walls and the tumor and form ad- 
hesions favoring the development of hematoma. 

The hernial condition is so rare that I do not wish to comment 
upon it. By examination of the tumor itself you will observe this 
pedunculated mass on the top of the tumor and to one side. This is 
exactly the shape of a normal kidney and somewhat larger. It has 
a pedicle an inch long and about as thick as a man’s finger. You 
can readily understand why this might be mistaken thru the thin 
abdominal walls for a kidney. 


PAROVARIAN CYST. 


Case II.—The second specimen is a typical parovarian cyst hold- 
ing about a gallon and a half of fluid at the time of the operation. 
It was removed from Mrs. D., aged 26, of Piqua, Ohio, a patient 
referred to me by Dr. Grosvenor. She was operated upon at the 
Presbyterian Hospital, January 24, 1900. She has been married two 
years, no children. Soon after marriage she noticed that her ab- 
domen was gradually enlarging, which continued up to the present 
time. For the past four or five months she had been losing flesh 
and strength and was much emaciated. She suffered from indiges- 
tion caused by pressure. You will observe from this specimen that 
the ovary is normal size and attacht to the side of the specimen. The 
cyst is a beautiful illustration of a typical parovarian cyst, and I 
present it for that reason. The remaining ovary had a cyst on one 
side as large as a hen’s egg. This cyst was excised as the remaining 
part of the ovary appeared perfectly normal. Where the ovary was 
incised it was stitcht over with fine cat-gut and left. The patient 
made an uninterrupted recovery and went home four weeks from 
the day of her operation. 


SUPPURATING OVARIAN CYST. 


Case III.—The third specimen here presented was removed 
from Mrs. P., aged 47, from Lynn, Ky., a patient of Dr. Morris. 
The patient was brought to the Presbyterian Hospital on January 
20, and was quite ill when she entered that institution at noon of that 
day. She had a pulse of 120 and temperature ror. By evening of 
the same day the pulse was 130 and temperature 104. She had a 
tumor in the abdomen which distended the abdomen about as much 
as a woman at full term of pregnancy. She suffered great pain in 
the right half of the abdomen corresponding with the vermiform ap- 
pendix. She was restless, vomited frequently, and for three days 
her pulse varied from 140 to 150 per minute and temperature from 
102 to 104. She had regurgitant vomiting and it lookt like she was 
going to die within a very short time. By repeated small doses of 
calomel and high rectal injections we succeeded, on the third day, in 
getting her bowels moved thoroly and in twenty-four hours after- 
wards convalescence was establisht. She was fed all the stomach 
would assimilate and her general health was improved in every way 
possible up to February 5, 1900, when the operation was made. 
This patient lived ten or twelve miles in the country from Greenup, 
Ky., the nearest railroad station. In September of last year she 
was conscious of the presence of a small tumor in her abdomen not 
much larger than her closed hand. About this time she had a severe 
attack of pain in the right half of the abdomen, and the doctor be- 
lieved that she had an attack of appendicitis in connection with her 
tumor. She was confined to bed for several weeks and had never 
regained her usual health. She was able to be up about the room, 
but the riding in the wagon to reach the railroad train, the day 
she came to the hospital, and the journey of 120 miles by rail started 
the abdominal inflammation anew, from which she nearly lost her 
life as just detailed. The tumor, as you will observe, is a multilocu- 
lar ovarian tumor. At the time of the operation it was found that 
the tumor was adherent to the whole anterior wall of the abdomen. 
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The vermiform appendix was adherent between the tumor and the 
abdominal wall It had perforated and an abscess cavity had 
formed, the abdominal wall forming one side and the tumor wall 
the other side of this cavity. Infection had taken place in the tumor 
and one large cyst contained pus as part of its contents. The tumor 
was adherent to nothing except the abdominal wall and the head of 
the colon. There was a long pedicle. I removed the appendix, 
and you will observe that it is perforated near its tip. This patient 
made a nice and easy recovery. 


PRESSURE FROM FIBROID. 


Case IV.—This multinodular fibroid tumor was removed from 
Mrs. W., aged 39, of Sidney, Ohio, a patient of Dr. Costolo. She 
was operated on at my private hospital February 20. This patient 
had suffered from pelvic and abdominal pain for several years, but 
a correct diagnosis of the condition was not made until recently, 
when she came under the charge of her present physician. He im- 
mediately advised operative interference for obvious reasons. This 
large, irregular mass. was wedged down in her pelvis and caused 
so much pain from pressure that her life was made miserable and 
she was anxious for relief. The patient has made an easy convales- 
cence and will recover. From her clinical history we could say with 
considerable confidence that she was at an end of comfortable ex- 
istence with this tumor, and any delay now meant complications in 
the operation and greater risk when it was made. . 


HYSTERECTOMY FOR PUS TUBES. 


Case V.—This specimen is the most interesting one of the group. 
It was removed from Mrs. L., aged 37, a resident of this city. The 
patient was referred to me by Dr. J. S. Caldwell and was operated 
upon at my private hospital on February 21. She is the mother of 
two children, the younger eleven years old. She had her first acute 
pelvic inflammation some five years ago, which was probably due 
to infection. Since that time she has never been well, having re- 
current attacks once or twice every year with varying severity. For 
a year or more her suffering has been very great. Upon examination 
the whole pelvic cavity was found filled full. The uterus was retro- 
verted and fixt. It could not be lifted up or moved by any manipula- 
tion from the vagina. There was a well-defined, hard mass at both 
sides of the uterus. She suffered several severe attacks of hemor- 
rhage in the past few months, corresponding with her menstrual 
periods. Upon opening the abdomen the intestines and omentum 
were found thoroly agglutinated to the mass in the pelvis. Both 
tubes were occluded and contained pus. The adhesions to the intes- 
tines, omentum and pelvic floor were very firm. After liberating the 
coils of bowel and omentum I decided to remove both ovaries and 
tubes with the retroverted uterus, and I here present the specimens 
as a whole. If you will observe the specimen you will see that every 
portion that should be normal peritoneum is covered with shreds of 
adventitious tissue representing the adhesions. The operation was 
a very tedious and difficult one. I am convinced of the wisdom of 
making a hysterectomy in all operations for relief of old inflamma- 
tory cases where both sides must be sacrificed, especially if the 
woman is near the menopause The danger from secondary hem- 
orrhage in case of vomiting from the anesthetic is very much less 
because each blood vessel is taken up and tied separately, and no 
tension is brought upon it to cause slipping or loosening of the 
ligature if vomiting should occur. Again, these patients suffer less 
afterward from the pain corresponding with their menstrual periods 
during their enforced menopause, and they are saved the annoyance 
of the endometritis that is co-existent with their pelvic disease. 
They will make an earlier, smoother and more satisfactory recovery 
both to their physician and to themselves. 


SURGICAL, INTERVENTION FOR SEVERE INTESTINAL 
HEMORRHAGE COPPLICATING TYPHOID FEVER. 


BY EDWIN RICKETTS, M. D., CINCINNATI, OHIO. 
Professor of Abdominal Surgery and Gynecology, Cincinnati Polyclinic. 


Abdominal section for repair of perforation of the bowel in 
typhoid fever is giving such favorable results that no one conversant 
with the literature on the subject can question the advisability of the 
procedure. It has been but a few years since even a suggestion 
of the propriety of such an operation promptly brought forth con- 
demnation, both surgical and medical. The lJiterature, with reports 
of cases, failures, and successes, needs no quotations here; the suc- 
- cesses are sO numerous as to make operation imperative whenever 
possible to be done within a few hours after the accident. It is 
admitted by conservative men in medicine that perforation occurs in 
nearly 3 per cent of cases. 


But for typhoidal hemorrhage the operation is not yet generally 
admitted as proper ; and this in spite of the fact that fatal hemorrhage 
from the intestine, uncomplicated by perforation, occurs in nearly 4 
per cent. In the latter class we often find hemorrhage occurring in 
the apparently stronger typhoid subjects; and especially those that 
are styled the walking cases. In the majority of these hemorrhages 
the subjects are not even bordering on collapse, but when all things 
are seemingly most promising, hemorrhage occurs. We admit that 
“every case of intestinal hemorrhage should not come under the 
“ban” of surgery, for all cases do not take on a fatal issue, as the 
fever drops in some instances as the result of hemorrhage, not to again 
return to the danger line; and this frequently marks the beginning of 
convalescence, which is not to be complicated-by this or any other 
untoward symptom. Notwithstanding this frequent turning-point 
for the better, we must not lose sight of the fact that 4 per cent are 
dying from hemorrhage, and the possible saving of from 1 to 2 per 
cent of this fatal 4 per cent is, I think, cause sufficient for urging 
prompt surgical intervention in this class of cases, that must die if 
left alone. 

Statistics? There are none; but clinical histories and the close 
practical observation of cases are common and important, falling to 
every practitioner in due time. There is no recorded evidence of 
the frequency of intestinal hemorrhage in these patients—I mean 
those that are not so profoundly imprest by the disease as compared 
with those suffering from markt hebetude, low delirium, and sub- 
sultus. I have observed (and this has been corroborated by others 
that have treated many patients suffering from typhoid fever) that 
early and well-markt epistaxis lessens the degree of intestinal hemor- 
rhage that may come on later. it can be compared to the fact that 
in many cases an intestinal hemorrhage reduces high temperature. 
These hemorrhages, causing fatal terminations, generally come like 
a clap of thunder in a clear sky; yea, like the thief in the night, 
perhaps just when one is congratulating himself that the patient is 
surely past the danger line. Text-books have failed to differentiate 
between the hemorrhages that are to result fatally or non-fatally, but 
the alert general practitioner seldom fails in the prognosis soon 
after blood makes its appearance. It is right here that a surgeon 
thoroly conversant with every detail of abdominal work shovld be 
associated with the attending physician in the after-management of 
the case. With those cases in which the bleeding is not so rapid in 
its action, and for which the most judicious medication has been 
made use of for one or two hours without markt reaction, we should 
turn to surgery as giving every chance possible to save the lives of 
these patients. And in doing this we do our full duty. Our efforts 
must be prompt, they must be rapid, and with the least possible 
disturbance to the patient. It is not necessary to purge him. 
He must not be taken from his bed for the doing of the surgical 
procedure. His legs and arms should be bandaged with strips of 
flannel close up to the body. His strength must be husbanded in 
every possible manner, not forgetting to permit his head to rest 
on a good-sized rubber bag, at least half-filled with warm water. 
Bags of warm water should be placed to the feet, and warm 
blankets should well encase the body. The temperature of the 
room should not be less than 8o. 


Anatomically and pathologically we do know that the location 
of Peyer’s patches is within the eighteen inches of the small in- 
testine beginning at the head of the colon, and that this eighteen 
inches of small intestine is always to be found within the right 
inguinal region, which is in the lower right-hand corner of the 
abdominal cavity. 


On a stand and in a tray the operator should have a sharp 
scalpel, six or more artery forceps of the best pattern, one pair of 
scissors, selected needles, silk, silk-worm gut, and one set of 
Murphy buttons, all having been scalded, cleaned, and wiped dry. 
On this stand should be also a receptacle, large enough to contain 
sufficient hot water, for setting an original jar up to its neck, of 
carbolated gauze (5 per cent) which has been cut into strips as 
long as wide, with frayed edges. By this means the gauze is kept 
hot for use, which is very essential, as will be seen later on. A 
mackintosh should cover the bed, over which is spread a recently 
washt and ironed sheet. Plenty of well-laundered aseptic towels 
should be at hand. The operator should have a good-sized head 
rgd adjusted to his forehead for the reflecting of any needed 
ight. 

‘After proper preparation the patient is to be drawn well to the 
edge of the bed, the side of which has been selected for light and 
convenience in operating. Chloroform, in competent hands, should 
be the anesthetic, on account of the retchings that are so prone to 
follow the administration of ether. Local anesthetics are not to 
be considered. The field of operation, the hands of operator and 
assistants should be made aseptic before anesthesia is begun. So 
soon as the patient is under the influence of the chloroform an 
intravenous injection of normal salt solution should be given, and, 
after waiting about three minutes for the effects, everything is 
ready for the operation. 
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It is best to make an opening two inches in length over Mc- 
Burney’s point, similar to that for an appendectomy. All bleed- 
ing must be controlled by forceps pressure. After removal of 
these the abdomen should be covered around the recently made 
opening with four or five layers of the hot carbolized gauze, after 
which the operator proceeds to draw out (carefully) the gut that 
is suspected of containing the bleeding point. Nine inches from 
the head of the colon in the small intestine a two-inch longitudinal 
incision, on its anterior aspect, should next be made. Thru this 
incision one can, by careful invagination from above by means of 
the left digital finger, and by careful invagination from below by 
means of the right digital finger, make an ocular inspection of the 
surface in which are located Peyer’s patches, even to locating the 
bleeding point. If this is located just above or below the incision 
it can be dealt with thru the same; if not, an opening can be 
made directly over its location, after which the bleeding point 
and ulcer can be ligated and excised, and the iricision which con- 
tained the ulcer can be stitcht up after the removal of any fecal 
body or bodies. 

Lastly, the exploratory intestinal incision can be closed with in- 
terrupted fine silk or catgut sutures. 

It may be found that an exploratory incision will have to be 
made between the primary exploratory incision of the small in- 
testine and the head of the colon, or one be made five or six inches 
below this primary incision, before the bleeding point can be 
located. Before making the lower or third incision one should be 
sure to have the upper two closed with interrupted sutures, as 
suggested. With the bleeding point under control and all neces- 
sary incisions properly closed, an essential feature of the operation 
is to carefully dry the wound and clean the intestines, removing 
all blood possible from the abdominal cavity by warm gauze pres- 
sure. I prefer. to close the abdominal incision with thru and 
thru interrupted silk-worm gut sutures, but do not tie them too 
tightly. It is seldom necessary to drain. The wound and the 
abdominal surface should be thoroly cleansed with pure alcohol 
and dresst with carbolated gauze held in place by rubber adhesive 
straps. The wound must be kept dry, and the stitches removed as 
soon as any redness appears around one or all. 


Small doses of calomel should be administered by the mouth 
until three or four doses have been given, in order that the ali- 
mentary tract may be disinfected, care being taken not to set up 
diarrhea. Morphine should be administered for pain sparingly. 

For forty-eight hours no food and but little water should be 
given, but after this a spare liquid diet can be ordered, with the 
greatest care and judgment exercised as to the food. 

Operation is sometimes necessary for multiple bleeding and 
sloughing points within these eighteen inches of small intestine in 
which its continuity cannot be otherwise maintained. With this 
condition diagnosticated (with or without the intestinal explora- 
tion of the two inches in length) exsection of that portion of the 
diseased intestine should be done with an end to end anastomosis; 
by the aid of the Murphy button on account of the rapidity with 
which it can be accomplisht. Too much pressure in sending the 
button home must not be used. That portion of the mesentery 
which has been relieved of the diseased gut should be ligated in 
segments with selected catgut or a V-shaped piece can be re- 
moved, arteries ligated, and the edges brought together firmly with 
running or interrupted sutures of catgut. After cleansing with 
gauze pressure, the surgeon must decide as to drainage before clos- 
ing the abdominal incision, caring for the patient in a manner simi- 
lar to that described for the care of these cases in which it is not 
necessary to do an exsection. 

With any case in which it is advisable not to complete the 
operation after the abdomen has been opened, for one or both 
conditions named, one must open the small intestine for two 
inches in length within three inches of the head of the colon, and 
after packing the small intestine below with a long strip of 
iodoform gauze as far down as possible, stitch the incised gut into 
the abdominal incision, thereby hoping to control bleeding by pres- 
sure, so the patient can have an opportunity to regain strength 
enough to permit a secondary surgical effort further on, for doing 
an exsection or anything else which may be deemed advisable. If 
the patient should rally, giving evidence of improvement justifying 
the removal of the gauze, that can be done, and that portion of 
the intestine can be repackt with iodoform gauze, along with rectal 
enemas of warm salt solution. 

Rapidity in operating is a factor that must not be overlookt 
or under-estimated from the beginning to the end, for the suc- 
cessful doing of such work on typhoid patients. 


_ The Western Ophthalmologic and Oto Laryngologic Association 
will meet in St. Louis, Mo., April 5th, 6th and 7th, 1900. Full partic- 
ulars regarding the interesting scientific and entertainment program 
may be obtained from Dr. Fayette C. Ewing, secretary, St. Louis. 


APPENDICITIS SIMULATED BY HYDROSALPINX WITH 
TWISTED PEDICLE. 


BY J. F. BALDWIN, A. M., M. D., COLUMBUS, OHIO. 
Fellow of the American Association of Obstetricians and Gynecologists, etc., etc. 


The following very rare, and possibly unique, case is cer- 
tainly worthy of recording: 


September 21, 1899, at 12:30 a. m., immediately on returning 
home from the meeting of the Gynecological Association at In- 
dianapolis, I was askt by her physician, Dr. E. J. Emerick, to see 
Mrs. J. A. I found the patient a healthy looking woman, aged 
43 years. She was well nourisht, and had apparently enjoyed ex- 
cellent health. Had been married twenty-three years. Had never 
been pregnant except once, about two years ago, when she had a mis- 
carriage at the fifth month as the result of a fall. She had been 
sick twenty-four hours, and gave the following history: On the 
evening of September 19 she mist her chair in sitting down, and 
sat down (tho not very heavily) on the floor. She laught over 
the occurrence, and thought nothing more about it. Previous to 
this had noticed nothing wrong, but on special inquiry thinks she 
might have -felt a little uncomfortable in her pelvis for about a 
week previous. At midnight, about three hours after her fall, she 
was awakened by intense pain in the abdomen, and, this increas- 
ing, she sent for Dr. Emerick about 2 a. m. She had been vomit- 
ing, and when he saw her was evidentiy very sick. He saw her 
at intervals during the entire day and tried to administer purgatives, 
but was unable to do so, the vomiting being persistent; but she 
had not vomited for two hours previous to my seeing her. The 
pain and tenderness had been in the region of McBurney’s point, 
and her physician’s presumptive diagnosis was that of appendicitis. 

On personal examination I found the abdominal muscles on 
the right side exceedingly rigid, as the result of the underlying 
tenderness. Vaginal examination was entirely unsatisfactory. Ab- 
domen was somewhat tympanitic, but I could make out a very 
small mass back of the uterus and to the right. The pulse was 
80, the temperature 100°. ~The diagnosis seemed to rest between 
trouble with the right tube and appendicitis, with possible involve- 
ment of both organs. Her appearance was that of a very sick 
woman. I advised the continuation of hot applications, with ab- 
solute rest and delay until daylight. At 9 a. m. the patient’s tem- 
perature was 100%°, pulse 95; abdomen still tympanitic; had vom- 
ited at 2 a. m., and had been greatly nauseated ever since; no 
movement from the bowels; no change of local conditions; facial 
expression worse than at midnight. Her condition was so serious 
that it was now evident that operative intervention was absolutely 
imperative. I accordingly advised her immediate removal to the 
hospital, where a more thoro examination should be made under 
the anesthetic, with such operative procedure as seemed indicated. 
There was some little delay in making the transfer, so that the opera- 
tion was not made until 2:30 p. m. The operation was made at 
a private hospital on Washington avenue, with the assistance of 
Drs. Chapman and Shepard, and in the presence of Dr. Emerick. 

Examination under chloroform showed a small cystic tumor 
back of the uterus and to the right. Its character could not be 
determined. It seemed about as large as a goose-egg. Ectopic 
pregnancy was considered, but was eliminated by the inflammatory 
conditions present. 

The abdomen was opened in the median line. Some bloody 
serum welled up into the incision, with recent lymph, showing the 
beginning of peritonitis. The patient being placed in the Trendelen- 
burg position, and the intestines pusht out of the way, a gangrenous 
cyst was found with a twisted pedicle. The pedicle being un- 
twisted, the cyst was found to be an old hydrosalpinx, into which 
had occurred a recent hemorrhage. The cyst was easily removed, 
the ovary being left, as it seemed entirely normal. The left tube 
was found bound down by adhesions, and also the site of an old 
hydrosalpinx. The ovary on this side being imbedded in the mass, 
both it and the tube were removed. The vermiform appendix was 
found with some difficulty, being bedded in old adhesions and the 
seat of chronic inflammation. It had been closely connected with 
the hydrosalpinx and was removed by inversion after my usual 
method. (Medical Record, January 20, 1900.) Recovery was with- 
out special incident. 


All operators are entirely familiar with ovarian tumors with 
twisted pedicle, and occasionally meet with cysts of the broad liga- 
ment with the same complication. I have, however, seen no report 
of any case in which this accident had occurred with a hydrosalpinx. 
In my own case I am inclined to think that the twisted pedicle 
had been of probably long-standing, but that the acute symptoms 
came on as the result of the internal hemorrhage, which doubt- 
less had for its cause the mishap which occurred a few hours before 
the apparent inception of symptoms. This hemorrhage was sufficient 
by pressure to so far interfere with the blood supply as to result 
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in sphacelation. The symptoms were certainly those of an ordinary 
appendicitis, and this diagnosis would have been unquestionably 
made had it not been for the conditions found on making the 
vaginal examination. While this enabled me to exclude appendi- 
citis it revealed a condition of affairs which, taken in conjunction 
with her other symptoms, made operative interference absolutely 
necessary. 


EXAMINATION OF THE GUT IN A RECENT SUCCESSFUL 
END-TO-END ANASTOMOSIS. 


BY GEO. W. CRILE, A. M., M. D., CLEVELAND, OHIO. 
Professor of Principles of eyes gf and of Applied Anatomy in the Cleveland 
College of Physicians and Surgeons. 

The opportunity to examine the early appearance of an intestine 
after a successful end-to-end anastomosis is not a common one; so 
the following case is deemed of sufficient importance and interest 
to warrant a report: 

F. F., age 10 years, white, male, was admitted to St. Alexis 
Hospital for operation for acute appendicitis. He gave a historv of 
having had the attack seven davs previous to his entrance. Exami- 
nation showed the entire abdomen greatly distended and exquisitely 
tender. The pulse was 152 and thready. He was anesthetized and 
quickly operated upon. The pus, under tension, spurted out on 
opening the peritoneal cavity; the gangrenous appendix was 
readily found and removed. The opening was made wide and the 
cavity washt out with salt solution, and extensive long gauze siphon 
drainage inserted. 


The case seemed almost hopeless and hung in the balance for 
about two weeks, after which the patient slowly improved. 


In the third week a fecal fistula devolpt, which, on account of 
the intensely irritating character of the discharge, was diagnosed as 
being of the ileum. Practically all of the contents of the intestinal 
canal past thru this fistulous opening. Again, for about two weeks, 
the prognosis was most unfavorable. After more than a month of 
suffering from the extensive excoriation of the skin over the whole 
area involved—it all becoming raw and bleeding—an attempt was 
made to close the opening in the intestine by lateral suturing, but 
this failed. 

Again, after resorting to all possible non-operative expedients, 
the mother, as well as the little patient, insisted upon resection. [I 
happened to have mentioned and described this operation to a pro- 
fessional friend while looking at the wound one day, and ever after, 
on my entering the ward the child would beg and even cry for 
“resection.” ] Finally I consented. 

Under chloroform anesthesia the intestine was separated for 
some distance both above and below the fistula, and resected near 
a basal supplying-artery on each side. End-to-end anastomosis was 
then made, catgut being used for the mucosa, and silk for the peri- 
toneum. Both the large and small coils of intestines were invested 
closely with adhesions and these were not disturbed. The original 
opening required but little modification, and was allowed to re- 
main open as before. Union was prompt and the abdominal wound 
soon closed. 

On his leaving the hospital, arrangements were made for operat- 
ing upon the hernia, which we felt sure would soon develop, as soon 
as it should become prominent. 

In accordance with our prediction a ventral hernia formed; and 
he was consequently admitted to the hospital for herniotomy. Oper- 
ation was performed September 28, 1899, eight months after the 
original operation. At this time his condition was good, pulse reg- 
ular, rhythmic, of fair tension and volume, rate 90. The old scar 
was six and one-half inches long and three and one-half inches 
wide at the widest point. The urine was normal and bowels regu- 
lar. The red corpuscles numbered 4,860,000, and the white 7,000. 

The operation consisted in dissecting out the entire scar and 
all the cicatricial tissue. The edges of the fascia were retracted far 
from the margins of the wound—this being especially markt on the 
inner side. On exposing the intestine the point of resection was 
easily found, and the lumen discovered to be narrowed to an ap- 
preciable degree only, the most distinguishing mark being the whit- 
ish line at the point of union. The blood vessels which had served 
as landmarks for the point of resection were easily identified and 
their branches, were richly anastomosing. The extensive adhesions 
among the intestines observed at the time of resection had almost 
disappeared. 

Primary union followed the operation for hernia, and the boy 
is now well. 

The reason that almost all of the bowel contents escaped during 
the existence of the fistula was on account of a valve-like reduplica- 
tion by partial prolapse of the mucous membrane, thus shutting off 
the distal bowel. 


OVARIAN PREGNANCY—REPORT OF A CASE AT FULL 
TERM. 


BY B. MERRILL RICKETTS, PH. B., M. D., CINCINNATI, OHIO. 


It is not the intention to question the ability of the great mas- 
ters to determine the existence of follicular fructification. But if 
such a pathologic condition can exist to-day (and it has been 
reasonably shown that it does), why should it not have occurred 
thruout the history of man? 

Ovarian pregnancy (or follicular fructification) was first men- 
tioned by an Italian, Mauritio, in 1682, Med. Gall., Geneva, 1685, 
V., 6-8: “Conceptio intra-testiculum muliebrum” ; and by his coun- 
tryman, Saviard, 1696, Collect Acad. de Mem., etc., Dijon 1766, 
VII, 28. “Sur un fetus concul hors de la matrice.” Maurice (an 
American) Phil. Tr. 1698-1700, 2 ed., London 1731, III., 212-214; 
also transl. Collect. Acad. de Mem., etc., Dijon 1755, IL, 503-505. 
mentions the case of a fetus formed in the ovarium. Thus, it is seen 
that the seventeenth century furnishes only three such observations, 
while the eighteenth century is somewhat more prolific with reports 
of ovarian impregation. 

Littre, 1701 (a noted Frenchman), speaks of his “observations 
sur les ovaries et les trompes d’une femme et sur un foetus trouve 
dans lun de ses ovaires” (Hist. Acad. Royl. de Sc., de Paris), 
1707 mem 143-147, also rec’d mem., par. 1754 L., 679-681 ; Respinger 
1755 (Tcta. Helvet, Basilee II., 267-272); De Haller, 1773, “sur 
une grossesse extra ordinaire.” From Mem. Acad. Royl. de Sc. de 
Paris, 1773 Collect. Acad. de Mem., etc., Partie France, Par. 1787, 

V., 385; Gmelin 1782(N. Mag. f. erste, Leipzig IV., 17-28), 
“Geschichte einer conceptio in ovario sinistro, die eine t’dt liche 
Krankheit verunsachte”; Kleefeld, 1794 (Archiv. fuer die Geburtsh ) 
Jena; and Forrester, 1798 (Ann. Med. Edinburg, 1799, III., 379- 
385): “History of the case of a fetus found in a right ovarium.” 
These constitute those who make mention of having observed this 
condition during the eighteenth century. 

The number of cases reported during the nineteenth century is 
indeed voluminous. Beginning with Kallstrom, 1802, the number 
of recorded observations made by as many different observers dur- 
ing the nineteenth century is as follows: 


5I 


It is difficult to determine how many of these were operated 
upon. It is safe to say that but few were so treated. 

Admitting the difficulty in establishing facts to prove that 
ovarian pregnancy (or follicular fructification) can occur, the fol- 
lowing report of a case of this nature is given as evidence of such 
being possible, and while the sac was destroyed before a microscopi- 
cal section could be secured, there is sufficient evidence to prove 
beyond peradventure the correctness of the statement. 

Ovarian or follicular fructification is followed by rupture and 
the penetration of the ovarian stroma by the chorion, while the de- 
cidua is formed in the zona granulosa of the follicle. This con- 
dition has been found in inguinal ovarian hernia. The follicle may be 
fructified and afterwards rupture into the abdomen, thus becom- 
ing an ovario-abdominal pregnancy, to be imbedded in fibrin. When 
thus found it would appear difficult to determine its origin. It 
would, no doubt, be impossible to do so. But when the ovarian 
ligament is intact, as is also the tube, without adhesions, doubt 
cannot well be taken, even tho there be a question as to whether 
or not it is necessary for the mucosal epithelium to be destroyed that 
a fructified ovum should became attacht and develop. 

Pregnancy of the outer extremity of the tube, ovarian fimbria, 
and in the tube extending into the ovarian sac of peritoneum, to- 
gether with pregnancy in the end of an accessory tube, are all pos- 
sinle and confounding with follicular fructification. In the burst- 
ing of the Graafian vesicles after they have gradually approacht the 
surface of the ovary, one must necessarily believe it possible for 
the ovum to fail to come within the grasp of the fimbriated pro- 
cesses, or, for that matter, escape beyond the ovary itself. 

It would seem as possible for the spermatozoa to pass thru the 
fimbriz into the ovary and tructify as it would for the ovum to 
pass from the ovary thru the fimbriz to become fructified. It is sup- 
posed that there is but one fimbria thru which either may pass, 
but why should there not be anomalies in the fimbriated extremity 
as elsewhere? The absence of information pertaining to these 
anatomical relations previous to fecundation is paramount, and 
adds materially to the difficulty in forming conclusions. Then, 
too, one is not justified in prolonging surgical anesthesia and manip- 
ulation of the abdominal viscera to determine anatomical’ relations 
which can be of no material benefit to the patient. It is far dif- 
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ferent in the case of dissolution. A most complete autopsical exam- 
ination should then be made. At present it is ditficult to determine 
how patients are to be benefited, but accumlative evidence will 
sooner or later be of great value. 

That but two cases should be included in the statistics herein 
mentioned, and but one authentic case reported elsewhere, shows it to 
be a rare condition, or that it has not been recognized. The fol- 
lowing 1,114 cases of ectopic pregnancy include but two ovarian 
gestations: 


CASES SHOWING THE TIME OF RUPTURE OF ECTOPIC PREGNANCY—NOT 


OVARIAN. 

Beyond tenth month.............. 3 
More than four months........... 3 

462 

(Henning, Von Schrenck, Schauta, Mackenrodt, Parry and 


Faille. 
en of these was there any evidence of ovarian pregnancy. 
H. A. Ke.v, of Baitimore, reports 23 ectopic pregnancies, but 
none ovarian. 
A. Marti, of Greifswald, found one ovarian among 77 of his 
ectopic gestations, classified as follows: 


77 


Thomas had 33 ectopic gestations, but none ovarian. 

Veit reported 66 cases, 16 ruptures; Jausset 20 cases, 9 ruptures; 
Dubosquent 17 cases, 5 ruptures; Voison, 36 cases, 9 ruptures; Engel- 
bardt, 7 cases, 1 rupture; but without a single instance of ovarian 


pregnancy. 
_ In discussing ways of escape, Lusk, Camoenberghe and Puech 
give: 
Abdominal wall) 58 
In all of these there was no mention of even one ovarian preg- 
nancy. 


_ And according to Mattei and Parry, the following per cents were 
given by various observers: 


Abdominal wall ...... 38% and 16.12% 
Intestinal canal ...... 30% and 26.20% 


Only the per cent—not the number of gestations—is given in 
this series; but it is safe to say that they represent several hun- 
dred more cases, which may be added to the 1,114 cases of ectopic 
gestation not ovarian. 

In Larsen’s case (Bibliothek fuer Lager, No. 1, 1894) fetal 
movements were noted at fifth month; pain at end of nine months; 
also bloody discharge from vagina and fetal movements ceast. 
Tumor was removed more than one year from beginning of preg- 
nancy by abdominal section, on account of the bearing-down pain 
being so severe. Sac corttained a male fetus macerated and com- 
prest. Follicles with membrana granulosa and ovule were found. 


CASE. 


Mrs. J. E. P. I called to see this patient at her home, 4 a. m., 
Tuesday, July 11, 1899, with her husband (a physician), and 
Drs. Han and Holland, of Bloomington, Ind. She stated that her 
last menstruation was August 12, 1898, and that she developt in the 


order of a natural pregnancy without pain or anything abnormal 
whatsoever. Motion appeared at the proper time, and continued until 
May 12, when the disturbance was considerable and ceast there- 
after. She had counted two hundred and eighty days to expire on 
June 12-15, when she expected to be delivered. Menstruated June 
20. There was diminution in the size of the abdomen after May 12, 
probably due to the cessation of secretion and absorption of the 
liquor amnii and shrinkage of tissues in general. The areola had 
developt. There was but moderate mammary enlargement with- 
out hardness, if anything flabby; no secretion. She became anxious 
about herself after June 12, fearing that all was not right. Her 
temperature was taken for the first time on July 7 and found to be 
103 degrees, and 102% on Saturday, July 8. Sunday, July 9, her 
temperature was 103; Monday it was 102, and Tuesday, July 11, at 
8 a. m., 101%. There was no pain or other disturbances whatever. 

Physicial examination revealed a normal cervix in almost normal 
position, and os uteri also normal. A sound could be introduced 2% 
to 3 inches into the uterus, but the uterus could not be found by 
digital examination. The abdominal tumor was symmetrical and 
size of full time gestation. No fetal sounds could be heard or out- 
lines felt. Her bowels moved freely, and urine seemed normal in 
quantity and color; no analysis was made. Double uterus was con- 
sidered, as was all forms of ectopic gestation. Examination of 
uterine scrapings could not be made. 

Arrangements having been made to give chloroform and do 
whatever was found to be necessary, with the assistance of Drs. 
Han, Holland and Rhodes, I incised the abdomen at 9 a. m., July 11, 
coming upon a round tumor, resembling the pregnant uterus at full 
term. The introduction of the hand revealed nothing unusual; no 
adhesions, nor any indications that the tumor was anything more 
than a pregnant uterus. The contents of the sac could not be de- 
termined by palpation. Exploring needle revealed a dark coffee 
colored fluid, without odor. 

The cervix was then dilated and uterus again sounded, the sound 
only entering 2%4 or 3 inches. The normal uterus tubes or ovaries 
could not then be found by the finger within the peritoneal cavity. . 
Still there was doubt with all as to whether or not the uterus con- 
tained a dead child; but at the same time I exprest my belief that 
extra-uterine pregnacy prevailed. An incision was finally made 
into the sac; my hand, when introduced, found and delivered 
what proved to be a nine months’ dead female child, very much 
macerated. The sac had never ruptured, and contained everything 
pertaining to a full term normal uterine pregnancy, and all indi- 
cations were in favor of such being so. The pedicle of the sac 
(which was about one inch thick), or what was supposed to be the 
incised uterus, was transfixt, ligated and divided. Not until this 
was done could the normal uterus be found. It was in a normal 
position, with the right ovary and both tubes normal. It was not 
until the tumor was removed that it was found that the pregnancy 
involved the left ovary alone. The ovarian artery was the only ves- 
sel ligatured or torsioned, and that was included in the ovarian 
ligament. The cavity was sponged out with gauze and hot water; 
drainage tube left in for 10 hours; but three drachms of bloody 
.serum being removed during that time. 

The patient took the chloroform most excellently; rallied with- 
out pain or nausea. Reaction temperature at 6 p. m. was 101%. She 
took water in small amounts at this time. No morphine or medica- 
ments of any kind were necesarry. At the end of 24 hours (9 a. m. 
Wednesday, July 12) temperature was 99 degrees; general condition 
excellent, and indicated a rapid recovery. I left her at 3 p. m. 
Wednesday, the 12th, thinking that there was great hope of her 
recovery. At 11 a. m. on the following day, 13th, I returned to 
find that she had a temperature of 103%, and that she had been 
nauseated for several hours, and had menstruated. It was evident 
that she was failing. There was no distention of the bowel; the 
kidneys were active; no sign of hemorrhage or peritonitis. I gave 
croton oil and strychnine, and secured an evacuation of the bowel 
at the end of one hour. She continued to become worse until 4 
a. m. July 14, when death occurred. An autopsy showed the left 
ovary to be absent, but the left tube present. No peritonitis; no ob- 
struction of the bowel or hemorrhage. Death was no doubt due to 
the streptococcic infection received before operation. 

It is important to note ‘that: (1) July 13 she menstruated for 
24 hours on her regular day of the month to do so; (2) that she 
was at full term; (3) that the sac was non-adherent; (4) that there 
was a pedicle one-half inch thick; (5) that this pedicle was 2% 
inches long; (6) that the fetus had been dead 60 days; (7) that 
there was no pus perceptible; (8) that there was no odor; (9) no 
pain; (10) no obstruction of bowel, and (11) no rupture. 


SUMMARY. 


August 12, 1898, last menstruation, and probable time of fructi- 
fication. 


May 15, 1899, probable time of death. 
May 109, 1899, 280 days, time for delivery. 


| 
| 
| 
| 
| 
| 
| 
} 
| 
| 


148 


AMERICAN JOURNAL OF SURGERY AND GYNECOLOGY. 


June 20, 1899, menstruated for 48 hours; proper time to do so 
if delivered on May 12-20. 

July 11, 1899, 9 a. m., removed by abdominal section. 

July 14, 1899, patient died from exhaustion (probably streptococ- 
cus infection). 


PROCTOSCOPY UNDER DIFFICULTIES.* 


BY THOS. CHAS. MARTIN, M. D., CLEVELAND, OHIO. 
Professor of Proctology in the Cleveland College of Physicians and Surgeons. 
GENTLEMEN: Dr. Joseph M. Mathews said in a lecture on 
“Syphilitic Stricture of the Rectum,” publisht in the AMERICAN 
JouRNAL oF SuRGERY AND GyNECcOLOGY, December, 1899, that “rectal 
examinations by specula amount to very little.” 


Proctoscopy, by means of the cylindric speculums which I hold 
in my hand, may possibly be defeated by the presence of certain dis- 
eases. The presence, in a subject under examination, of a tubular 
stricture may prevent inflation of that part of the bowel so con- 
tracted. The presence of a chronic rectitis or an acute rectitis, ac- 
companied by a considerable degree of edema, the presence of a rec- 
tal tumor or the existence of an extrarectal growth may limit the at- 
mospheric inflation of the rectum in such degree that the rectum is 
rendered immobile. Adhesion of a growth, or of the uterus, or of 
the ovary to the rectum, however, by virtue of traction on the an- 
terior rectal wall.when the patient is put in the knee-chest or the “new 
posture,” may contribute to an increast expansion of the rectum dur- 
ing proctoscopy, provided there be no adhesion also to the posterior 
or lateral pelvic walls. The formation of an adventitious peritoneal 
band across the rectum may obstruct the excursion of the anterior 
rectal wall and prevent the ‘ready inflation of the rectum. Any of 
these conditions may, however, be present in a lesser degree, and 
permit ef a certain amount of rectal inflation, but when these proc- 
toscopes are reinforced by the wse of the additional instruments 
which lie before you, even under the worst of conditions, a diagnosis 
may be arrived at which is simply invincible. The absence, then, of 
instantaneous inflation of the rectum, instead of signifying the failure 
of proctoscopy, constitutes a diagnostic sign of certain diseases—but 
a man unusued to the proctoscope misinterprets it as a hint to con- 
sign this instrument to innocuous desuetude! He fails in his in- 
ference or else he fails to perceive the initial facts. 

The patient now entering is introduced by the house surgeon 
with this brief report: ‘This man is 37 years of age. He came to 
the hospital to be treated for piles. He complained of a moderate 
degree of aching in the rectum, and he stated that the bowels are 
not especially irregular. He was subjected to a digital examination, 
which inflicted excruciating pain. The rectum above the anus was 
discovered to be contracted by the presence of a somewhat nodular 
mass. A section of the growth was removed for microscopic exami- 
nation. No report has yet been made concerning the character of the 
tissue removed.” 


The house surgeon has prepared for general anesthesia. The 
case affords an opportunity for us to see what proctoscopy may ac- 
complish in an instance of recognized disadvantage. I shall attempt 
it without any anesthesia. 

I cover the seat of the chair with one end of a sheet and drape 
the opposite end to the floor over the chair’s right arm. The patient 
is now requested to draw his garments below his hips, and to be 
seated. While he is executing these motions I throw the free end 
of the sheet about his person in such a way that there is not a mo- 
ment of exposure. request. him to turn his back to me, and to 
throw his right knee over his left. As he lifts his knee, by means of 
my left hand I press backward the chair-back, and you observe that 
the patient now lies in the Sims’ posture. By means of my two hands 
I separate the buttocks, and we ocularly inspect the entire field thus 
exposed. The perineum and the postscrotal regions appear normal. 
The circumanal skin is of a somewhat lighter color than normal. 
There is an epparent hypertrophy of the anal skin. It is not red. 
Radiating from the anal verge are deep lines. There is no necrosis 
of tissue in these lines. There are two conditions which may cause 
the deepening of these lines; one is redundancy and hypertrophy of 
the circumanal skin. Such a condition you often observe in patients 
with anal pruritus. The other condition is that of internal hemor- 
rhoids. The anus being of an hour-glass shape, expanded below in 
the external sphincter zone, narrowed at its middle part, where it is 
surrounded by the tonically contracted internal sphincter, and again 
expanded above ir the zone of the relaxt levator ani, will not per- 
mit at its anatomic situation the residence of a growth of any con- 
siderable size whick has its origin at the internal sphincter zone. An 
internal hemorrhoid must then of necessity be prolapst externally, 
or be projected internally into the levator ani hollow. In the lat- 


*A clinical lecture delivered on January 16th to the students at the Cleve- 
land College of Physicians and Surgeons, 


ter case, the circumanal skin will be drawn inward and the radiating 
lines deepened. Without removing my hand from the patient’s but- 
tocks I ask him to bear down. It is observed that the excursion of 
the pelvic floor is much limited. Should this man’s pelvic floor de- 
scend and the anus evert to a normal degree, it might be possible to 
see the internal hemorrhoids if any of large size were present. 

It is now necessary that we palpate the pelvic floor. Placing my 
two index fingers at the tip of the coccyx I carry them forward to 
either side of the anus and palpate the ischiorectal space. You 
will observe that my fingers displace the anus upward to a higher 
point than the superior surface of the ischial tuberosities. I detect no 
induration whatever in the ischiorectal fossas. The patient declares 
there is no tenderness. In similar manner I palpate the perineum and 
find no evidences there of disease. However, you observe that here 
the structures are much denser. They do not yield under my pres- 
sure as in the ischiorectal fossas. As I now carry my finger back- 
ward you notice that very suddenly, and opposite the anterior lateral 
quadrant, there is a markt difference in the resistance to my touch. 
This point marks the situation of the transversus perinei muscle. 
Anterior to this point there is a perfect labyrinth of fascias. The 
problem presented by an abscess or fistula situated posterior to this 
point is much less complex than that involved in one more anteriorly 
situated. 

Before we proceed to anoscopy proper it is well that we review 
what we have already learned. This man has no ischiorectal abscess. 
He has no external fistula. He may have pruritus. It is undeter- 
mined whether he has fissure in ano. The voluntary contraction and 
relaxation of the anal sphincter reveals the fact that there is no 
stricture situated in the external sphincter muscle. He probably has 
‘an internal hemorrhoid, or other growth attacht at the internal 
sphincter zone and projected into the rectum. There is some me- 
chanical cause above the internal sphincter, situated probably within 
the pelvis and probably attacht to the levator ani or pelvic fascia, 
which interferes with the descent of the pelvic floor. 

I now attempt the introduction of my index finger that I may 
palpate between my finger and thumb all of the tissues of the pelvic 
floor. The patient states that his anus is tender to my touch. I with- 
draw my index finger, and pare away the nail-margin, and intro- 
duce my little finger, as you see, without causing pain. Posteriorly 
and laterally the anus and ischiorectal spaces seem normal. Anter- 
iorly my finger comes in contact with a large nodular growth. I 
can map out the whole of the right lobe of the prostate gland. It is 
somewhat enlarged. From its upper border springs a tumor. I can 
not reach the upper limit of this tumor. I can distinguish but the 
lower half of the left lobe of the prostate. Above, I distinguish a 
large growth, which to my finger feels as might the knuckles of the 
folded proximal and middle phalanges of three fingers. Portions of 
this growth seem friable. The mass is much larger on the patient’s 
left. Concerning this growth there are two questions which must be 
answered. Is it malignant? How extensive is it? Their answer 
determines the fate of the patient. The finger is useless as a means 
to these answers. The introduction of my index finger provoked 
pain. My proctoscopes are of greater diameter than my fingers. Is 
it then possible to introduce these instruments without causing pain 
and without the aid of anesthesia? The affirmative or negative 
answer to this question is determined by the situation of the growth. 
The tissues of the pelvic floor posterior to the growth are elastic and 
susceptible under pressure to displacement. Hence, as you see, by 
placing my anoscope within the external sphincter, and with steady 
but firm pressure carrying it upward and backward toward the hollow 
of the sacrum, I am enabled to introduce this instrument without ex- 
citing pain or special discomfort. In introducing the anoscope in 
the normal anus it should be directed toward the umbilicus. I 
withdraw the obturator, expose the field commanded by my anoscope, 
focus the light, and it is observed that some blood and mucus cover 
the field. This I remove and disclose the lower surface of the tumor. 
It is nodular and rugose. As I direct my anoscope, first this way 
and then that, you notice that the composite view discovers certain 
areas of erosion covered with inspissated epithelium and mucopus. 
I will not endeavor to remove a piece of tissue from this tumor 
until after we have inspected the higher portions accessible to our 
view, for to do so might provoke a hemorrhage which would em- 
barras a more complete examination. I withdraw the anoscope and 
observe a normal levator ani zone. The end of my instrument now 
presents within the internal sphincter zone, and at once you observe 
that the tube is filled with magenta-colored velvety-looking growths. 
They present as bilateral masses, each about the size of a Malaga 
grape. Grasping them in the forceps you notice that their structure 
is compressible, and is not unyielding as is that of the growth first 
noticed. Where I seized them they are now bleeding. These are in- 
ternal hemorrhoids of a varicose variety, and could not have been 
discovered by the examining finger. 

I now turn the chair and put the patient in the new posture for 
proctoscopy. I introduce the proctoscope, keeping the point well in 
the hollow of the sacrum, and carry it four inches into the bowel. 
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You will observe that I have entered the instrument very slowly, that 
I am making traction backward, and am displacing not only the soft 
structures of the pelvic floor, but by the exercise of a not very con- 
siderable degree of force am carrying back the coccyx, and am thus 
effacing the acute curve of the lower rectum, and am making this 
organ more deserving of a literal application of its title. In answer 
to my question the patient states that his sensation is not so much 
that of pain as of discomfort, such as one sometimes experiences at 
defecation. .On withdrawing the obturator and focusing the light 
it is observed that the end of the instrument is still in a somewhat 
contracted portion of the bowel. A half inch beyond its end, or 
about four and a half or five inches from the lower border of the 
external sphincter muscle, we see a rectal valve. Beyond this point 
the bowel appears to be ballooned. In a normal subject I could, by 
reason of the displaceability of the pelvic floor, carry this instrument 
two and a half inches higher than its present situation, but, because 
of the fixation of this patient’s pelvic floor, it will be necessary to 
use a longer tube. A tube six inches in length would be too long 
for the reason that if introduced its entire length it would overshoot 
our mark, and if not introduced its entire length it could not be 
manipulated within as great a range as a smaller one, and, it should 
be remembered the longer the tube the smaller the field exposed to 
view. Hence, I will use my five-inch proctoscope. Exercising gen- 
tleness and care, I have now placed the five-inch proctoscope in posi- 
tion, its distal end projects into an inflated rectal chamber. The 
transverse diameters of this chamber are about two and a half 
inches. The surface presents a moderately red appearance. The 
rigidity of the growth which surrounds the instrument limits its 
range of movement, and, therefore, instead of getting a direct view 
of all the walls of the chamber we shall have to be content with such 
a panorama of images as can be afforded us by the proctoscopic mir- 
ror. I withdraw the proctoscope and place its end near the middle 
of the tumor, and transfix a portion of the growth by means of the 
tenaculum. As you see, it is now a simple matter to remove a wedge- 
shaped piece of tissue by the combined use of this instrument and my 
valvotomy knife. The patient declares that I occasion no pain. I 
withdraw the proctoscope, extend the chair’s lever, and place the 
patient on his feet. 

This patient has thus been put thru a variety of postures; he 
has not stirred after taking his seat; the rectum has been thoroly ex- 
amined; he has experienced no pain and no embarrassment; and his 
life has not been endangered by an anesthetic. Without the procto- 
scope this would have been impossible. 

Now that the patient has retired from the room I have no 
hesitancy in saying that the case is one of inoperable malignant tumor. 
It is inoperable because of anatomic or mechanic features inde- 
pendent of the question of its malignancy. The prostate gland, por- 
tions of both levatores ani muscles, a portion of the left ureter, and, 
at the highest point of the growth, one-half of the circumference 
of the rectum are involved in the growth, which is about the size of 
a lemon. Its appearance inclines me to conjecture that it is malignant. 
The hospital pathologist will arrive at a positive and reliable con- 
clusion on this question. This history given us by the patient was 
incomplete and unsatisfactory. He says merely that he has had 
piles for four months. Four cases of inoperable carcinoma of the 
rectum came to my clinic last year, as you may remember, with just 
such a history as this one—all came to be treated for piles! 

This man is a common laborer, I should say this man was a 
common laborer. He is now, and probably will ever be, unfit for 
such work. What is the best thing to do for him? The only operative 
procedure to be considered is colostomy. Can he afford a colostomy? 
None but the rich can afford to take a colostomy on the spur of the 
moment. The subject of colostomy must have freedom from the neces- 
sity for. violent exercise, and he must have the means, the time and the 
intelligence to give himself the proper care. This man must work. 
He has a family to support—and he must be a semi-invalid, at least, 
to the end of his days. I know a philanthropist who will find this 
man work that he may do without injury to himself. When he is 
provided for and secure in his position we will obtain for him a 
week’s leave of absence and make his colostomy; after which he 
may return to his work. Thus may a postponement of his operation 
be made to contribute to his advantage. If his tumor was undergoing 
rapid necrosis, if there was hemorrhage, if defecation was obstructed, 
and if he suffered severe pain, I should perform colostomy at once 
and without delay. ‘ 

SPECIAL COURSE IN OPHTHALMOLOGY.— Beginning on Monday, 
April 16th, 1900, a special course in Ophthalmology will be given to 
medical practitioners by Dr. James Moores Ball, of St. Louis, assisted 
by acorps of competentinstructors. The course will last six weeks. 
It will consist of didactic lectures, recitations and clinical demonstra- 
tions. A sufficient amount of clinical material is provided. Dr. Ball 
has at his disposal a few free beds for the deserving poor who are 
afflicted with glaucoma or cataract. Applicants for these beds must 
come recommended by the family physician. For further particu- 
lars, address Dr. Ball, 3509 Franklin Avenue, St. Louis. 


A STUDY OF MY LAST 100 PERITONEAL SECTIONS, WITH 
SPECIAL REFERENCE TO MORTALITY.* 


BY EMORY LANPHEAR, M. D., PH. D., LL. D-, ST. LOUIS, MO. 


Formerly Professor of Operative Surgery in the Kansas City.Medical College 
and of the Principles and Practice of Surgery in the St. Louis College 
of Physicians and Surgeons, Fellow of the St. Louis 
Academy of Medical and Surgical Sciences. 


At the end of each year it has been my custom to carefully re- 
view the records of all operations performed during the year, fatal 
results and the causes therefor receiving special consideration. In 
looking over my notes for 1899, I was startled at the mortality rate 
of the abdominal and pelvic cases: 15 per cent! Surgeons to-day 
expect a mortality rate of less than one-third this percentage—about 
4 per cent; indeed, I myself have had a series of 100 consecutive, un- 
selected cases of abdominal section with but three deaths; so, when- 
ever the deaths exceed 4 or 5 per centum, the operator must at once 
go over his work critically, for there must be something wrong in 
either his technic or his judgment in determining what is an operable 
case,and what is not—or both. In most instances a faulty method of 
operating will be found to be the basis of the high mortality, tho an 
ambition to do an immense number of laparotomies and hysterec- 
tomies may lead even the experienced operator to attempt too much; 
and too great boldness in the face of overwhelming odds is not a 
commendable trait on the part of the abdominal surgeon. In the 
pelvis and the abdomen more than anywhere else in surgery, “fools 
rush in where angels fear to tread.” Finding, then, this unprecedent- 
edly high mortality in my last 100 peritoneal sections, I was for 
a time quite disheartened; but a thoro review of the list of opera- 
tions and results, with the details of each case, satisfies me that, 
with a few exceptions (of which I shall speak fully later on), the 
deaths were unavoidable—due neither to faulty operating nor to 
gross error in judgment. The exceptions contain some lessons which 
may be of value to those who are on the threshhold of peritoneal 
surgery. 

The series embraces the following operations: 


OPERATION. Number. Recovered. Died. 
Abdominal hysterectomy ................ 7 6 I 


I have purposely arranged the operations in this manner, for 
each group contains cases which merit particular attention and 
which warrant certain conclusions. 


APPENDICITIS. 


Here the mortality rate (15.5 per cent), is not greatly in excess 
of that of other operators who open the abdomen for appendicitis, 
and not for mere appendicular colic! In gnly one of these 19 cases 
was operation performed until after abscess formation. This one 
case stands out in bold relief against the others; it was a perforative 
appendicitis well surrounded by a merciful and plentiful omentum— 
operated upon before pus formed. Many other patients were seen 
suffering from symptoms of appendicitis, but symptoms of such (to 
me) insignificant character as not to justify surgical treatment, tho 
I know many surgeons of national reputation who would unhesitat- 
ingly open every such belly; I am honestly convinced that I could 
operate upon 100 such patients and not lose one—but it appears 
to me much like highway robbery to make a patient pay for the re- 
moval of an appendix which is not a menace to life. 


While I still hold firmly to the opinion that in appendicitis, the 
best rule to follow is: ‘Operate when symptoms indicate it’—not 
“operate as soon as a diagnosis of appendicitis is made,” I must 
admit that occasionally my rule does not hold good. In one of the 
fatal cases of the above table I was called by the attending physician 
as early as the second day, he desiring immediate section, the patient 
also anxious for operation; but the man did not appear very sick; 
his pulse was good, his temperature only 100, his bowels moving 
freely, his abdomen quite soft and extreme tenderness present at 
McBurney’s point only, with no inflammatory mass discoverable; 
five days later he suddenly developt.a peritonitis and section showed 
a huge abscess which had ruptured into the peritoneal space. This 
man undoubtedly died as a result of my mistake in regard to the 
seriousness of his condition—early operation would have saved him. 
Yet I would ask: Would it have been justifiable to subject all of 


*Read before the St. Louis Academy of Medical and Surgical Sciences, 
January 30, 1900.—Reprint from Regular Medical Visitor, St. Louis, 
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the perhaps fifty other patients seen with the same symptoms to an 
unnecessary operation in order to save the one? I do not think so, 
tho it undoubtedly would have added greatly to my reputation as a 
surgeon, and some hundreds of dollars to my all-too-meager bank 
account! But would it have been honest; or right? I leave the 
question to be answered by the enthusiasts who advocate opening the 
belly in every case of pain in the “southwest corner” of the abdomen. 


For the second death I have no apology to make. It was a case 
operated on after known intraperitoneal rupture of an abscess. Per- 
haps it was foolish to attempt any operative treatment in the face of 
such a condition, but one is encouraged by an occasional life saved 
by some surgeon who has the courage to open and freely irrigate 
and drain; I have only once succeeded, but regardless of my mor- 
tality-rate, I shall try again and again; for without operation the 
patient has nothing but death—with it a bare possibility of life. 
In such cases I make a median incision, remove the appendix and 
its surrounding abscess, irrigate freely with normal salt solution, 
drain, and purge thoroly with salines at the earliest possible moment. 

The third fatality was due to peritonitis. The operation was 
done at a hospital where it is not safe to drain the abdomen. Hence, 
after cleaning the tissues as carefully as possible, I closed the in- 
cision without a drain. The girl died. I believe if it had been pos- 
sible to use drainage the general peritonitis might have been pre- 
vented. At the time I thought closure the safer line to follow, 
special nurses not being allowed in that hospital, and the resident 
nurses having never been taught to take proper care of cases which, 
require abdominal drainage. It is not the only hospital in St. Louis 
against which the same complaint may be made. 


HERNIA. 


Of the hernias there is nothing of importance to be said. The 
fatal case was one of strangulation of five days’ duration, patient 85 
years of age, excision of fifteen inches of gut necessary, death from 
shock. I am of the opinion that it would be better in a similar case 
to simply cut away the gangrenous intestine and suture both ends 
into the abdominal wound, making an artificial anus—a procedure 
which requires but a few moments’ time and which is attended by 
but little shock. I proposed to do this with this patient, but the at- 
tending physician and assistant demanded the ideal operation, which 
killed the old man. I should not have yielded. 

One case which recovered was of unusual interest. A woman 
of 65 had had a large umbilical hernia for years. It was readily re- 
ducible and never gave any trouble until in March, 1890, it suddenly 
became irreducible, and after a few days very painful. A physician 
was called who workt for hours in his attempts at reduction; next 
day resuming his manipulation, unavailingly; he finally applied a 
hard pad very firmly, gave a large dose of morphine hypodermically, 
and assured the patient’s friends that she would soon be all right. 
That night she suffered almost intolerable pain, which subsided in 
the morning; but fever appearing, Dr. J. P. Pardue was called late 
next day. Immediately recognizing the gravity of the situation, he 
telephoned for me to operate if the patient’s condition would permit. 
Examination showed a large mass at the umbilicus, with even the 
skin black—gangrenous. The patient’s general condition was fairly 
good, however, so she was removed to the Missouri Baptist Sani- 
tarium and operation made. March 15.’ The skin for some distance 
around the sloughing mass was scrubbed; then the whole hernia cov- 
ered with cotton and layer after layer of collodion; then the sur- 
rounding surface sterilized. A curving incision was made some 
two inches to the left of the mass, and the peritoneal space entered 
at a considerable distance from the neck of the sac. The omentum 
presenting was so tightly drawn that exploration was impossible, so 
there was no recourse but to thrust a finger thru it and examine the 
entrance of the hernial opening. Happily it was only a large epiplo- 
cele. Therefore a cut was made on the right side similar to the 
first one, the two being joined about three inches below the hernia. 
In this way it was possible to turn the whole mass upward, drag- 
ging the omentum up with it, and permitting ligation of the omen- 
tum around the incarcerated mass and liberation of the hernia, skin, 
etc., without contamination of the peritoneum. A large fibroid of 
the uterus (24 pounds), which had been growing for several years 
and proving a source of great annoyance and anxiety, was removed. 
The woman is now in perfect health. Query: With nothing in the 
hernial sac but dead omentum, and the skin and subjacent tissues 
being already gangrenous, is it possible that the whole mass might 
have slought out and the woman’s life have been thus preserved? 
This is presumably what the first attendant hoped for. 


VAGINAL SECTIONS. 
The seven vaginal sections have been for pus tubes (two cases), 


for proplapst and adherent ovaries (two cases), for ovarian tumor 
(one ease), and for resection of tubes and ovaries (two cases). 


There has been no death in the series, tho four were very bad cases, 
with extensive adhesions, etc. The more work I do thru the an- 
terior cul-de-sac the more I am convinced of the superiority of this 
route over the one above the pubis—it: properly-selected cases. It 
certainly is simpler and safer, and the patients are able to sit up 
on the fifth day, and resume work as early as the tenth to the four- 
teenth day. 


ABDOMINAL SECTIONS. 


That a surgeon of this age and day should lose 7 out of 43 ab- 
dominal sections (omitting abdominal hysterectomies, herniotomies 
and appendectomies), appears at first glance to be inexcusable; a 
mortality of nearly 17 per cent. And if this were true of the or- 
dinary run of ovariotomies, salpingectomies and oophorectomies, 
such an operator would be open to the most severe criticism. But, 
two points must be considered relative to this record: 

1. Simple, easy cases are not now brought to the city for 
operation—the average surgeon of the towns and small cities re- 
gards himself just as fully competent to “make a laparotomy” as 
the most skillful operator of a metropolis. Hence it is only cases 
which he knows to be beyond his skill that reach the city operator ; 
and consequently the mortality of the latter will certainly have a ten- 
dency to rise. : 

2. Whenever possible, the vaginal route is now chosen as the 
safer. Patients who a few years ago would have been doomed to 
weeks of hospital life by an abdominal section, are now relieved 
thru the lower incision, and are back at work by the time the 
stitches are removed from the upper wound of another similar case. 

The list of “abdominal sections” includes: (1) removal of pus 
tubes, by far the most numerous, (2) gastro-enterostomy, (3) re- 
moval of pancreas, (4) operation for cancer of sigmoid, (5) mul- 
tiple incisions of the liver, (6) cholecystotomy, (7) relief of in- 
testinal obstruction, (8) removal of products of ectopic gestation, 
and (9) ovariotomy. So it will be noted that the “simple,” easy 
operations are conspicuous by their absence. Some of the cases 
were of great interest, but of more importance is a study of the 
causes of the high mortality. 

One death was due to cancer of the ovary. Removal was at- 
tempted, but on cleaning out the pelvis it was apparent that some 
carcinomatous tissue remained beyond the possibility of extirpation. 
Drainage was maintained until the tenth day without infection, at 
which time the copious discharge of bloody serum having ceast, the 
wound was closed. Death occurred on the eighteenth day—exhaustion. 
Every effort was made to build up this patient, both before and 
after the operation, but without avail. I cannot feel that I deserve 
one bit of blame in this case. 

Another death, in which the operation apparently had little or 
nothing to do as a cause, followed section for relief of intussuscep- 
tion. The patient was a child of 18 months, sick five days, tumor 
well-defined, bloody stools; at the operation there was no trouble iti 
relieving the obstruction and there was but little evidence of peri- 
— yet death occurred in twenty hours—from what, I do not 

now. 

A death for which I was undoubtedly responsible was that of a 
young woman with double pyosalpinx, abscess of right ovary and 
suppurative appendicitis. Removal of the suppurating areas was ac- 
complisht without rupture of the “abscess walls,” but the oozing 
from adhesions was such that the pelvis had to be packt with gatize. 
Operation was unfortunately done in a hospital where the nurses 
have had no proper training, and where a “special nurse” from out- 
side will not be allowed; result: Septic peritonitis! I had begun to 
think that septic peritonitis was a thing of the past in my work, as 
I had made more than 200 consecutive abdominal sections without 
septic infection; so I was very much affected by this death. I blame 
myself: first, for having permitted the patient to select this hospital, 
knowing as I did that she would not have proper care if drainage 
were necessary; and, second, for not staying with the patient and 
attending to the drainage myself, as I have done a number of times 
under similar circumstances. I am sure that with better care this 
life might have been saved. Septic peritonitis can be prevented—not 
cured. Infection at time of operation is rarely excusable; infection 
by drainage is only too common, but can usually be avoided by 
proper care. 

The other four deaths were due to shock—shock dependent on 
loss of blood in three instances, to want of strength in the fourth. 

The first was a case of cancer of the pancreas. The tumor was 
freely movable, and there were apparently no glandular enlarge- 
ments—therefore removal was regarded as justifiable, even after the 
abdomen was opened and the exact status determined. But on incis- 
ing peritoneum and beginning removal of the pancreas, hemorrhage 
was furious from all points; and as the work progrest, this bleeding 


became more and more alarming. Compression of the aorta at the 
celiac axis did not control it materially. It finally came to a point 
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where the situation was: Death on the table from hemorrhage or 
ligation of the vessels supplying the organ with blood. The splenic 
artery was first tied. The bleeding still was frightful, from the sup- 
ply furnisht by the pacreatico-duodenal branch of the hepatic. Final- 
ly a ligature was thrown around the celiac axis and tightened; the 
hemorrhage at last was under control! The ligature was therefore 
tied and operation speedily finisht without further trouble. Loss of 
blood had been so excessive, however, that in spite of most heroic 
measures (intravenous injection of normal salt solution, strychnine, 
nitro-glycerine, etc.), the pati€nt never rallied. I feel guilty: first, 
for having attempted removal of a cancer of the pancreas, however 
hopeful the outlook seemed; second, for not having earlier tied the 
splenic and the hepatic arteries—I lackt the courage, fearing the 
ultimate result. Fourstimes I have tried to remove cancer of the 
pancreas; one patient died on the table, two died from shock within 
a few hours, the other operation was abandoned after partial removal 
—the remaining portion being stitcht into the abdominal wound and 
permanent drainage establisht, patient living some weeks in compara- 
tive comfort. I do not think I shall ever again try to remove a 
cancer of the pancreas, tho it is generally considered justifiable when 
the disease affects only the tail of the organ and surrounding tissues 
are not involved. With two cysts of the pancreas I have had good 
results. 

The second death from shock was due, I believe, to excessive 
loss of blood during removal of a huge papilloma of the ovary. The 
mass spread out to such an extent that the uterine artery could not 
be reacht with a ligature until after removal of the tumor, which dipt 
deeply into the pelvis. The clamp became loosened and the bleeding 
was awful for a few minutes. At the close of the operative work the 
woman was pulseless, and tho she lived some thirty hours, a radial 
pulse was never perceptible. This death, then, was undoubtedly due 
to one of those accidents which appear unjustifiable, yet which oc- 
casionally do occur in the work of even the most careful surgeon— 
a defective instrument causing a fatality. I know of no means of 
overcoming this, as a clamp which appears to be in good condition 
before operation (and all such instruments should be carefully tested 
just before each operation), may suddenly prove insecure during 
the work. 

The third death from shock was also dependent upon hemorrhage 
—in a great part, at least. It was a primary carcinoma of the lower 
sigmoid, with some secondary involvment of the uterus. The latter 
was liberated from below, then the abdomen opened above the 
pubes, and the uterus, with about eight inches of gut removed. 
Arterial hemorrhage was not great, but there was a serious oozing 
all the time—about fifty minutes—which pressure did not control. 
An artificial anus was made as quickly as possible, and the whole 
pelvis tamponed with gauze; but the shock was too great—she 
lived but an hour. My only mistake in this case was an error of 
judgment; I thought it an operable case; it was not. 

The fourth death from shock was not due to hemorrhage. The 
patient was simply too weak—from chronic sepsis at time of opera- 
tion. I gave her the chance of benefit from a late operation; she 
lost. 

VAGINAL HYSTERECTOMIES. 


Vaginal hysterectomies were for cancer (10), for suppurative 
metritis, with dead fetus (1), for suppurative metritis accompany- 
ing pelvic abscess (4), and fibroid tumors (1). 

Removal of the pregnant,uterus (at third month—infection due 
to repeated “jabs” of some instrument by a dirty midwife in at- 
tempts at producing an abortion) was accomplisht without trouble. 

None of the hysterectomies for pus conditions had a bad symp- 
tom. 
The three deaths in cancer were due to (1) shock, (2) general 
sepsis which late operation did not check, and (3) embolism—the 
last being probably also of septic origin. I do not feel responsible 
for any of these deaths, except that possiblv it would have been 
better to merely curet and burn with Paquelin cautery than to 
make hysterectomy in cases known to be too far advanced for cure. 


ABDOMINAL HYSTERECTOMIES. 


Of the seven abdominal hysterectomies five were for huge fibroids, 
one for suppurating fibroid with large pus-tubes, and one Porro oper- 
ation (removal of the pregnant uterus). All recovered excepting 
the suppurating fibroid. 

The Porro operation was for dead fetus, decomposing placenta 
previa, and contracted pelvis in a woman much exhausted by nu- 
merous hemorrhages. Fortunately, by greatest care, no infection of 
peritoneum occurred and the patient made a speedy and satisfactory 
convalescence. 

_ The patient who died was a woman of 30, profoundly septic at 
time of admission to hospital. Removal of the suppurating fibroid 
with the uterus and tubal abscesses was too much for her to stand. 
Under similar circumstances I would give the woman the small 


chance of recovery such unhappy conditions permit—it is justifiable 
surgery, tho dangerous. 

In conclusion I wish to call attention to the facts: 

1. That now it is only the most desperate cases of abdominal 
surgery which are taken to the city surgeon for operation; hence 
his mortality must henceforth be far higher than formerly; and his 
work much more difficult. 

2. That whenever possible pelvic growths and abscesses should 
be removed from below, there being far less primary mortality, and 
convalescence being far more speedy and satisfactory. 

3. That vaginal hysterectomy is always preferable to the ab- 
dominal operation by reason of (1) safety, (2) better drainage, and 
(3) more rapid recovery. 

4. That drainage is to be avoided whenever possible, especially 
in hospitals where ideal nursing is not to be expected. 

5. That in many instances operation in a private residence is 
safer and better, with a well-trained nurse in charge, than in most 
of the hospitals of St. Louis. ‘ 

It is a little more trouble to do abdominal and pelvic surgery in 
private houses, but in the past two or three years a very large pro- 
portion of my operative work has been in the home instead of the 
hospital, and I must say I am better and better pleased with this 
work as time progresses. But two of the fifteen deaths just reported 
occurred in private houses, and in neither could the surroundings 
be regarded as even contributory to the fatal ending. 


MANAGEMENT OF HYPERTROPHIED PROSTATE GLAND. 


BY FRANK WARNER, M. D., COLUMBUS, OHIO. 


Professor of Operative and Clinical Surgery, Starling Medical College, 
Columbus, Ohio. 


At any time after the age of 55 the prostrate gland assumes a 
special tendency to undergo enlargement. With this enlargement, 
a train of evil conditions arise, which, in some of the most ag- 
gravated cases, tax to the utmost the skill of the physician and sur- 
geon to manage it so as to permit the patient to live in any degree 
of comfort. 

One of the first things the patient notices is that he is compelled 
to get up at night, with increasing frequency, to void his urine. 
Then this desire and necessity extends over to the daytime. Soon 
he may have attacks of cystitis. These inflammations assume dif- 
ferent grades of intensity. The patient is unable to expel the entire 
contents of the bladder. This residual urine, soon undergoing am- 
moniacal decomposition, keeps up a constant cystitis, now partially 
subsiding, now assuming a violent grade of intensity. The patient’s at- 
tacks of acute cystitis are not infrequently precipitated by the patient 
becoming chilled by exposure to the cold or getting wet in a rain. 
Sometimes, even getting the feet wet is sufficient to bring the 
trouble on. These attacks of cystitis, keeping the prostate gland in 
a hyperemic state, contribute to a still greater degree of hypertrophy. 
Then it is not long until the patient experiences a difficulty in void- 
ing the urine, added to the frequent desire which had already been 
in existence. 

Much can be done to mitigate these symptoms by the systematic 
washing out of the bladder and catheterization. When the symptoms 
are not too greatly aggravated, if one catheterize and wash out the 
bladder once daily, the degree of comfort will be very markt. 

In a case of still greater intensity, a regular catheterization 
every four or six hours, with the irrigation made once or twice 
daily, will meet the indication in a considerable number of cases. 

However, there are a certain number of cases that assume a 
serious character. The desire to urinate becomes very frequent. 
The catheter and irrigation no longer relieve the trouble. Indeed, 
it is with greater and greater difficulty the catheter is introduced. 
It may even become necessary to temporarily aspirate the bladder 
to relieve it of its contents. Whenever a case of hypertrophied pros- 
tate reaches a stage that catheterization is accomplisht with difficulty 
(to say nothing of the time having come when we must aspirate the 
bladder), it seems to me the case has reacht the stage when more de- 
cided operative measures should be undertaken for the permanent 
relief of the trouble. 

A few years ago, Dr. White of Philadelphia, proposed the re- 
moval of the testicles as a means of cure of hypertrophied prostate. 
He reported cases showing that the gland underwent atrophy fol- 
lowing this operation. Despite the favorable results which he 
claimed to have attained, the operation has never met with any favor. 

The excision of the gland has met with much opposition, it 
being proved an operation of great mortality. 

The operation that meets the indications to a considerable ex- 
tent is the establishment of drainage, either by a supra-pubic or 
perineal cystotomy. A drainage tube can be-maintained, as a rule, 
without setting up much irritation from that source. It must be 
withdrawn daily, sterilized, and the bladder irrigated. 
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In a recent case upon which I operated, I made a perineal 


cystotomy and used a self-retaining soft catheter, with the happiest’ 


effects. Very little escape of urine now takes place by the side of 
the catheter, which, of course, is shut off at its outlet, except at such 
times as he desires to draw off the urine. This seeping about the 
tube is augmented when he allows the bladder to be unrelieved at 
the proper moment; that proper moment he determines by well-de- 
fined sensations of past experience. In this case the operation was 
undertaken because the bladder could not longer be readily relieved 
by a catheter, owing to the difficulty of its introduction. The blad- 
der is now washt out daily, and the drainage tube withdrawn, 
sterilized, and reintroduced thru the incision which was made thru 
the perineum. All disagreeable symptoms have subsided. 


REPORT OF THREE CASES OF GUNSHOT WOUNDS OF 
THE ABDOMEN. 


BY CLARENCE S. MILLER, M. D., TOLEDO, OHIO. 
Professor of Biology, and Chief of Clinical Staff, Toledo Medical College. 


At 1 a. m., July 31, 1892, I was summoned to attend Mr. A——- 
R——, who had just been shot by a burglar. The ball, a 44 caliber, 
had past thru the body, entering near the lower border of the ribs 
in the right hypochondriac region, passing downward and slightly 
inward and making its exit from the right lumbar region at about 
the location of the quadratus lumborum muscle. Pain was the 
most prominent symptom and was very intense. No external hem- 
orrhage was present, but considerable shock was evidenced by the 
pulse and the general condition of prostration. 

A perforation of the intestinal tract and liver being evident 
from the course of the ball and the symptoms, Dr. Wm. J. Gillette 
was called. He advised delay in operating (on legal grounds) until 
it became absolutely necessary to save his life. The necessity was 
soon shown by a steady acceleration of the pulse, indicating internal 
hemorrhage, so, at 9 a. m., laparotomy was performed. 

The liver was found to be perforated an inch from the lower 
border, a round hole of entrance and a cleft four inches long show- 
ing the exit of the ball. The ascending colon was also perforated, a 
hole that would admit a man’s thumb being found in it. This was 
closed by sutures and the liver was packt with gauze in the hope 
of absorbing the extravasation from the wound. Patient rallied 
well from operation, but began to fail a few hours after, collapse 
continuing until 5 p. m., August 1, when (40 hours after the shoot- 
ing) he died. Autopsy revealed the intestinal wound perfectly closed 
by the sutures and sealed by the exudate of lymph, which was 
abundant. The liver wound of exit was the principal cause of death, 
the extravasation giving rise to a septic peritonitis. No secondary 
hemorrhage had taken place. 

The value of the visceral suture is the prominent demonstration 
of this case. Resolution occurred even in the few hours that elapst, 
and death rc.ulted from the liver wound in the treatment of which 
other meats were relied on. We do not overlook the difference in 
the organs atd structures thus compared, and the difficulty of treat- 
ing wounds of the liver by suture or otherwise; but subsequent 
experimentation on animals showed that a rather deeply placed 
suture in the hepatic tissue was most reliable. Superficial sutures 
tear thru the friable structure and at least some danger to the blood 
supply may be avoided by not placing them so deeply as to include 
the larger vessels. 

: Case II.—At about the same hour, 1 a. m., on Sunday, Septem- 

ber 25, 1898, Mr. S—— R——, cashier of a bank in an adjoining 
town, was shot by burglars, the ball entering one inch to. the right 
and one and one-half inches below the umbilicus, remaining in the 
body. Dr. Gillette was called by the attending physician, and, ac- 
companied by his assistant, Dr. H. L. Green and myself, reacht him 
about 10 hours after the injury. On account of the oblique cut in 
the overcoat worn the attending surgeons hoped that the ball had 
taken a similar course and would be found in the abdominal wound 
without perforation of the peritoneum. Any such happy condition 
being possible was dispelled by their statement that his respiration 
was forty per minute and pulse one hundred and twenty, and an 
opinion was given by me that intestinal perforation with consider - 
able hemorrhage had occurred, which was confirmed by examination. 
the clammy perspiration accompanying internal hemorrhage being 
present. This condition was in turn verified by laparatomy a half 
hour later; the abdomen being found filled with blood, with seven 
complete perforations of the small intestines. These were carefully 
repaired, the ordinary suture being first used, followed by the 
Czerny-Lembert, the work occupying just one hundred minutes. 
Recoverv was uninterrupted, and in a few weeks he was able to 
resume his duties. 

Case Il1.—The third case differed considerably from the fore- 
going, the weapon being a shotgun. and the wound a grazing one 


of the abdomen, with perforations of the viscera by the outermost 
shot of the charge. The accident occurred to the young man while 
hunting with a double-barreled muzzle-loading gun, one barrel of 
which was discharged while loading the other, the gun slipping from 
his hand and the hammer striking the log on which he was stand- 
ing. He walkt a half mile toward the house, covered with blood 
and holding the omentum, which extruded from the wound, in his 
hands. When within hailing distance he sank down exhausted and 
was carried in. 

The wound was about ten inches in length along the anterior 
wall of the abdomen, the wall being lacerated and the wound gaping 
three or four inches. The perforation of the peritoneum was be- 
tween one and two inches in extent, while the chest wall was cut 
by the scattering shot, and the chin was well peppered and greatly 
swollen. The young doctor first called made no examination of 
the viscera, but packt the wound with gauze and closed the skin 
with temporary sutures, while a finger which had got in the way of 
the charge was amputated by another surgeon. One of the quaint 
facts disclosed by our examination was that a safety pin had inad- 
vertently been left in the gauze packing, but of course caused no 
damage during the short time it was allowed to remain. 

The wound being opened, three shot perforations were found in 
the small intestine and five in the stomach, while the liver gave lodg- 
ment to several more. The openings being made in a more or less 
oblique direction thru the visceral walls were consequently larger 
than a direct perforation, and considerable extrusion of the stomach 
and bowel contents had taken place. They were closed by Dr. Gil- 
lette, assisted by myself, the operation being done about seven and 
one-half hours after the accident. Nothing was done with the shot 
in the liver, and no subsequent trouble arose from them. Some sup- 
puration of the lacerated wound in the abdominal wall was in- 
evitable from the nature of the injury, contact of clothing and 
handling of the omentum by the patient, and this infection extended 
to the peritoneum, so that an abscess formed, which discharged by 
way of the bowel ten or twelve days after. Consequently recovery 
was somewhat tardy tho very satisfactory. 

One of the noteworthy facts in this case was the separation of 
the outer shot of the charge from the line of the long axis of the 
gun, even in the very short distance between the muzzle and the 
beginning of the wound. The shot in such a charge are usually sup- 
posed to be inseparable so near the muzzle as they struck the body in 
this case, and on this ground I ventured an opinion that the viscera 
would be found uninjured, believing that if any portion had come 
into contact with the force of the discharge it would have suffered 
as did the abdominal wall, and much more sericus symptoms would 
have been present, the pulse being only about ninety when we reacht 
him. But, as stated, the perforations were found, produced. by the 
stray outer shot, or these may have been turned outward by the 
interference with the course of the pasteboard wad as its edge im- 
pinged against the clothing and the abdominal wall, and which was 
found sticking in the wound. 

In each of these cases there was present before the operator ar- 
rived a surgeon who ought to have been competent to deal with the 
emergency. It was a different man in each case; in the second, the 
principal surgeon of a good sized city and its surrounding country; 
in the third, a bright and successful practitioner who has studied 
extensively abroad; and in the first one who has made intestinal 
surgery the subject of much experimental work on the lower ani- 
mals, having done about forty operations on dogs and assisting in 
at least a hundred and fifty more. In this case had not skilled as- 
sistance been at hand a venture at repair would have been made, and 
the result could certainly have been no worse. In the other two 
cases it is probable if not certain that an expectant line of treatment 
would have been adopted, with certain death in the one and the 
same probable result in the other. Either of these two men were 
abundantly competent to do the work had they possest the know!- 
edge of the technic, and the peculiar manual dexterity which comes 
only as a result of a long and continuous course of experimental 
work on the lower animals. The men who practice intestinal sur- 
gery sufficiently to give them this necessary skill and knowledge are 
too few and far between to cover all the ground, or reach all such 
cases in time to save them, and the sacrifice of.a few worse than 
useless canine lives in the work of two or three men in each county 
in the whole country would do much toward the elevation of Ameri- 
can surgery and the saving of human life. 


Gallois has lately reported the results, quite extraordinary. 
which he obtained in the treatment of boils and wounds in general 
by the application of salicylate of methyl. The liquid form of the 
drug has the advantage of being applicable in wet dressings. 
Employed in the pure state by rubbing, and on extensive wounds 
by linen steept in it and covered by oil silk, salicylate of methyl 
provokes but the slightest pain. Gallois considered ‘it an excellent 
antiseptic, preventing the formation of pus and stimulating the 
granulation of the wound. 
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EDITORIAL NOTES. 


Dr. Henry E. Tu ey, of Louisville, Ky., Secretary of :he Mis- 
sissippi Valley Medical Association, writes as follows: “Editor 
AMERICAN JOURNAL OF SURGERY AND GyNeEcoLocy: Your initial 
editorial in the February number makes mention of Dr. Gustavus 
M. Blech, and ends as follows: ‘Verily the times have changed 
when a professor in a homeopathic school can, even in Chicago, 
read a paper in the Mississippi Valley Medical Association; there 
wasn’t even a single voice in protest!’ This, I think, calls for a 
statement from the Secretary of the Mississippi Valley Medical 
Association. Dr. Blech was a member of the Association at the De- 
troit meeting. He did not attend another one unti! the meeting in 
Chicago. Not wishing to pay back dues for the interim he made 
application anew. His application was not properly endorst until 
the morning his paper was due. He obtained endorsers in the persons 
of Dr. Paul Paquin, of Asheville, N. C., and Dr. H. O. Walker, of 
Detroit, Mich., an ex-President of the Association. This applica- 
tion was acted upon favorably by the Committee upon Credentials, 
all Chicago men; recommended in the general session, at which I 
remember distinctly your being present; and he was elected to mem- 
bership. This entitled him to the floor. Had any one objections 
to him or objections to his reading a paper before the Association 
the time to have acted was when he was elected to membership. 
His name was placed upon the program because of the fact of his 
having been at a previous meeting of the Association and reading 
a paper. It seems to me the voice of protest should have been made 
by you at the meeting and against his election, instead of now.” 
Dr. Tuley misunderstands the editorial note in question. It was not 
a protest—Dr. Blech is an honorable gentleman. a regular graduate. 
and probably a member of the American Medical Association; and, 
being such, could scarcely be denied membership in the Mississippi 
Valley Medical Association, to which may even be admitted re- 
putable homeopathic graduates if they do not use the word “homeo- 
path” as a business catcher, but simply call themselves physicians, 
not homeopaths. By the same token they may become members 
of the American Medical Association. The editorial was simply 
to call attention to the fact that in the home city of the venerable 
Dr. Nathan Smith Davis no protest should be made against Dr. 
Blech on account of his homeopathic affiliations. It certainly was 
noteworthy. 


A suit that has attracted much attention is that aeainst Dr. 
J. F. Baldwin, of Columbus. It seems that during an abdominai 
section a large piece of gauze (called a “sponge’—quite improperly 
and unnecessarily) was lost, and the wound closed without its ab- 
sence being discovered; as a result of which death resulted. The 
surgeon blames the nurse in charge (who reported all gauze pads as 
removed), claiming that it is her duty, not the surgeon’s, to keep 
track of such details. The prosecution claims that it is the surgeon 
who shouid be responsible for this, as well as all other details of the 
operation, alleges gross negligence, and sues for damages. The de- 
fense hopes to show that abdominal surgeons, by the complicated and 
rapid nature of their work, are compelled to trust the counting of 
sponges and other accessory details of operation to various subor- 
dinates, and that in the very nature of the case it is impossible for 
surgeons to exercise personal supervision over all the details of their 
work. The defense will also introduce testimony attempting to es- 
tablish the fact that in the instance in point the patient’s friends 
arranged with the hospital in regard to securing nurses and the 
usual hospital service, and afterwards sent for the surgeon to con- 
sult him in regard to the operation. The rules of this hospital are 


said to provide that no surgeon may bring in an outside nurse, but 
must employ those attacht to the hospital. The surgeon will pro- 
duce affidavits to show that he, before the operation, assigned to the 
head nurse of the hospital, who assisted him in the operation, the 
duty of counting the “sponges,” and relied upon her statement at 
the close of the operation that all the sponges used had been ac- 
counted for. He proposes to maintain that in view of these facts 
he cannot be held responsible in damages for mistakes made by the 
nurse. Whatever the outcome may be the lesson is to never intro- 
duce into the abdomen any piece of gauze unless it is attacht to 
forceps by means of a piece of tape (or the corner of the piece), 
the forceps being studiously kept on the outside of the belly. By 
such a simple precaution the always unsatisfactory and antiquated 
method of “counting sponges” can be avoided; and at the same time 
all danger from a miscount prevented. 


Ir is a deplorable fact that a large number of medical students 
of the city of Cleveland recently made a fight against the proposed 
medical Jaw for Ohio. The inference is unavoidable that they must 
have had encouragement from some of their teachers; for the in- 
fluence of the professors is generally such that movements of this 
kind can readily be supprest. It is so easy to impress the develop- 
ing mind with higher aims and aspirations, with better ideals and 
ethical standards, that it is to be feared there has been dereliction 
somewhere. Indeed, the Cleveland Journal of Medicine (edited by 
gentlemen connected with the Medical College of Western Reserve 
University) inclines to excuse the action of the students, “which 
has been somewhat misrepresented’”—inasmuch as “many friends 
of the impending measure” believe that “the act should not require 
any students now matriculated in an Ohio medical college to under- 
go a State examination before receiving a license to practice.” Why 
not? Are the present matriculants of such low degree of intelli- 
gence that they cannot pass an examining board? Is the teach- 
ing of such an inferior quality that the necessary passing grades can- 
not be obtained? Many who are deeply interested in the passage 
of a good medical law in the State of Ohio will be glad if the 
Journal of Medicine will explain why a graduate of Johns Hop- 
kins University (who must possess a degree of A. B., B. S., or Ph. 
B., as a requisite for matriculation and attend four full years in 
the medical school) should be compelled to take the State exami- 
nation, while one who receives his degree of M. D. from some third- 
class medical school in Ohio should be exempt. The close observer 
cannot but applaud the final statement of the Cleveland Medical 
Journal, that the students “made it very clearly evident that there 
are men in Ohio medical colleges of such character as to render 
necessary the early passage of a State examination law.” 


IF one is to judge by the remarks of Cleveland Journal of 
Medicine csteopathy is triumphant in Ohio—under the present medi- 
cal law, the Supreme Court of that State having ruled that osteopathy 
does not come within the provisions of the act regulating the prac- 
tice of medicine. This decision, in effect, practically legalizes 
osteopathy in Ohio, as it declares that it is not a branch of medical 
science as defined by the statute: ‘Any person shall be regarded as 
practicing medicine or surgery within the meaning of this act, who 
shail append the letters M. D. or M. B., or for a fee prescribe, direct 
or recommend for the use of any person any drug or medicine, or 
any other agency, for the treatment, cure, relief of any wound, 
fracture, or bodily injury, infirmity or disease.” Concerning this 
decision, the distinguisht editor of Medicine (Dr. Harold Moyer, 
of Chicago) says: “The decision is of considerable interest to all 
physicians. Too long they have taken the view that the medical- 
practice act should be leveled at suppressing Christian Science and 
various other forms of quackery. Much of this practice falls with- 
in the constitutional limitations that preserve the liberty of the in- 
dividual— not the liberty of the quack to prey upon the public, but 
the right of the person afflicted with disease to have any form of 
treatment which he desires. The evil of quackery is greatest when 
it is registered and practist under the protection of the law. When 
it is once clearly shown that an individual or a so-called school 
is not registered, and that individuals are practising their calling not 
as medical men, but simply as masseurs, or otherwise engaged in 
caring for the sick, then all is accomplisht that is necessary for the 
protection of the public. There will always be a certain portion of 
the latter who will insist upon making fools of themselves, just as 
the laws against obtaining money fraudulently do not protect the 
community against the systematic operations of the gold-brick men. 
When the medical-practice act restricts the legal registration to 
well-qualified practicians of medicine, and does not allow others 
to pass themselves off as physicians, then it has done all that the 
law is required to do. It has placed people in a position to protect 
themselves if they use reasonable care and diligence.” Let osteo- 
paths, Christian Scientists, farmers, blacksmiths—anyone—pass the 
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examination before an impartial licensing board upon the “funda- 
mental branches”: anatomy, physiology, pathology, etc.; and then 
let them practise any “system” they desire. The well-educated man 
is not going to do harm—whatever his “school” may be; it is from 
the ignorant of every “school” that the public needs to be protected. 


SURGICAL NOTES. 


Ricketts, of Cincinnati, says: After using iodoform, wash the 
hands in soap and water, and then rinse them in a little vinegar. 
This will entirely remove the odor. 


Illustrative of what difficulties the country surgeon has to over- 
come, Dr. P. C. Layne, of Proctorville, Ohio, reports to Cincinnati 
Lancet-Clinic of February 10, 1900, a number of cases from his 
practice, among which is the following: A. R., aged 15, mulatto, 
slept in a hay-loft during the bitter cold weather last winter and froze 
both lower extremities so badly that gangrene developt, extending as 
far up as the middle thirds of the legs. When the doctor saw him, a 
week afterwards, the frozen members presented a swollen, sloughing, 
fetid mass, the flesh dropping from the bones in places, and, to em- 
ploy a vulgar expression, “rotten.” Septic absorption was well markt, 
as indicated by the rapid, feeble pulse, high temperature, and great 
prostration. In consultation with Drs. Dabney and Brown double am- 
putation was decided upon, altho it offered little chance for recovery. 
The surroundings could not have been much worse; one small room 
badly crowded; everything contaminated from the sloughing, fetid 
limbs, and apparently no chance for a clean wound. Continuing, 
the doctor says: “The most important question that confronted 
us was how to get the limbs off without infecting the stumps. This 
is how we did it. A 10-cent can of chloride of lime was secured 
from an adjoining drug store; of this a strong solution was made, 
and towels wrufy out of it were carefully wrapt about the mem- 
bers to within a short distance of the line of proposed section. The 
lime served a two-fold purpose: (a) to destroy infection; and (b) 
to render tolerable what otherwise would have been a gross insult to 
our olfactories. Cleaning of the field of operation was done by 
soap and water and bichloride solution. The only mishap during the 
operation was hemorrhage from the friable, infiltrated tissues, but 
this. was finally controlled by hot water and firm compression. The 
stumps healed by first intention, and the patient is well and living to- 
day, a fact strongly suggesting the truth of Paré’s aphorism that “I 
drest him and God cured him.” 


A case of fracture of the vault and base of the skull with rup- 
ture of the middle meningeal artery—operation and recovery, was 
reported to the Cincinnati Academy of Medicine January 22, 1900. 
by Dr. E. P. Kramer. The doctor first saw the patient, a man, aged 
22, November 4, 1899, in consultation with Dr. D. C. Handley. 
Twelve hours previously he had fallen down a flight of iron stairs 
and had sustained an injury to the head. He was, at the time of the 
doctor’s first visit, in a semi-comatose condition; the right side of 
the head was greatly bruised; he had extensive extravasation of 
blood about both eyes, and beneath the conjunctive of both sides; 
hemorrhage from both nostrils, but none from the ears. His left 
arm and leg were paretic; the tongue protruded to the left side; the 
pupils were equal and responded to light. The right side of the 
head was greatly swollen and infiltrated with blood; no depression 
could be felt. The diagonsis was made of fracture of the base of 
skull in the anterior fossa, rupture of the middle meningeal artery, 
and probably fracture of the vault. The symptoms during the next 
twelve hours increast in severity, and immediate operation was ad- 
vised. On November 5 Dr. Kramer laid bare the skull and found 
an extensively comminuted fracture involving the right bone, the 
squamous portion of the temporal bone, and a line of fracture run- 
ning downward and forward across the lower external angle of the 
parietal bone and extending to the base of the skull. After remov- 
ing the broken pieces of bone he came upon a large firmclot lying up- 
on the dura, covering an area almost the size of the palm of the hand. 
This was entirely removed, and he then came upon the divided 
middle meningeal artery, which had begun to bleed again. This 
was then secured with sutures. The dura had been torn for a dis- 
tance of about half an inch at a point opposite the upper portion of 
right Rolandic fissure. There was no subdural hemorrhage. The 
dura was not sutured. A small gauze drain was laid between the 
dura and bone and the wound in the soft parts sutured. On the 
day following the operation he had an attack of Jacksonian epi- 
lepsy, involving the muscles of the left side of the face and neck. 
On the following day he had a similar attack. That evening the 
doctor recalled the gauze drain, and remembered that it had been 
placed just over the opening in the dura. This opening just about 
corresponded to that portion of the central convolution which con- 
trolled the muscles involved in the Jacksonian attack; so the follow- 


ing morning he removed the drain and that was the last of the seiz. 
ures. From that time on the man’s recovery was rapid and uninter- 
rupted, so that at the present time he is practically well. 


Dr. T. A. Mitchell, of Owensville, Ohio. records four cases of 
tetanus in Cincinnati Lancet-Clinic of March 3. The patient who 
recovered had the following history: Boy of 17, finely developt, ran 
a splinter in his foot August 4, immediately extracting it, as he 
thought. The wound failed to heal, and kept discharging a thin, 
watery, acrid secretion. On the ninth day he felt a little nervous, 
and some pain was present in the wound. On the morning of the 
tenth day he felt a little stiffness of the muscles of mastication when 
eating his breakfast. An hour later he felt just the least bit of stiff- 
ness in his jaws, and had a little pain in the back; the wound was 
a little painful, so slight as to hardly attract his attention, and dis- 
charging, as stated. The doctor made a careful examination of 
the wound and found a section of the original splinter, about three- 
fourths of an inch long, and one-fourth inch wide; this he removed 
and cleansed the wound. On August 17 the wound was found 
almost healed, and presented a perfectly healthy condition. His 
jaws were still just a little stiff, about the same as on the 14th, but 
the pain in the back was more pronounced, ‘and his expression was 
a little anxious. Previous to this time he had been attending to 
his farm duties regularly. Dr. Mitchell advised him to return and 
keep himself quiet until he got better. He also gave an active 
purgative, and placed him upon the triple bromides, ten grains every 
two hours. The next day he felt better, and went on foot to visit a 
neighbor, a mile distant. Next day the doctor was called, and 
found him with very anxious expression, severe pain in the back 
and just under the sternum, muscles of the jaws about the same, 
tongue a trifle stiff, interfering somewhat with his articulation. He 
immediately separated him from the remainder of the family, sent 
for a professional nurse, and placed him upon one-grain doses of 
opium every four hours, alternating with hyoscyamus and _bella- 
donna. Next day the symptoms of tetanus were well markt; his 
body was archt, abdominal muscles hard, jaws set, tongue too stiff 
to talk, convulsions every half hour, with no apparent effect from 
the drugs. The amount of opium was doubled, and one-twentieth 
grain of strychnine substituted for the hyoscyamus and belladonna 
(upon what grounds the author does not state). Four hours later 
the doctor found him in frightful convulsions every few minutes. 
He had had no sleep for many hours. The doctor weighed out forty 
grains of hydrate of chloral and gave it to him. In about fifteen 
minutes he became bathed in perspiration, the severe paroxysms 
ceast, he became tranquil and dropt into a quiet sleep, which lasted 
for two hours. Some five hours after giving the first chloral the 
severity of the paroxysms again began to manifest themselves; he 
again gave the chloral as before, with the same result. From this 
time on this remedy proved to be the sheet-anchor, always con- 
trolling the spasms and producing rest when given in lethal doses. 
The frequency of its administration was always governed by the 
indications for its use. Sometimes he would go for six to seven 
hours without requiring it. The opium was continued during almost 
the entire course of treatment, it requiring an average of one grain 
every four hours to have any effects upon the pupil. The opistho- 
tonos was strongly markt during all the course, requiring several 
pillows under his back to fill the space caused by the curve upward. 
The abdominal and thoracic muscles were hard like boards for 
twenty-eight days before any appreciable relaxations could be de- 
tected. During the entire course the bowels were kept moving by 
daily injections, and milk was continually given him for nourish- 
ment. During the four weeks that he was so badly afflicted the 
utmost seclusion was maintained, together with absolute quietness: 
the walking on the floor, the rustling of a window-shade, the stir- 
ring of the bed-clothes, the barking of neighboring dogs, all being 
exciting causes that would bring on paroxysms. Now, after a 
lapse of ten weeks from the inception of the wound, he is up and 
around, and shows every encouragement of making a complete and 
perfect recovery. 


A bloodless method of enucleation of the tonsil under local 
anesthesia is described in Cleveland Medical Gazette, February. 
1900, by Dr. R. D. Fry, of Cleveland. The instruments required are 
a long-handled tongue depressor, curved scissors, curved and 
straight forceps, enucleator and Bosworth’s snare. The scissors 
are eight-inch, sharp-pointed and gradually curved on the flat for 
1% inches to an angle of 45°; the forceps are eight-inch, spring 
blade. mouse-tootht and curved on the edge for three-quarters inch 
to 50°; the enucleator is a blunt hook, eight inches long, curved for 
one inch to 50°; the fauces are thoroly cleansed with a 25% solution 
of glycothymoline, followed by a spray of a 4% solution of cocain 
hydrochlorate, two minutes later the tonsil is injected with a 10% 
solution of cocain at six or eight points. fifteen to twenty minutes 
being used in all; this is distributed thruout the tonsil. The an- 
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terior and posterior pillars are covered with a pledget of cotton, 
moistened with a 10% solution of cocain. This remains for six 
minutes; then a second pledget is applied for four minutes, mois- 
tened with a freshly prepared 15% solution of desiccated suprarenals 
(Armour & Company’s preparation), which prolongs cocainization 
and prevents hemorrhage. The tonsil thus prepared is exposed by 
the patient depressing his tongue, and is caught by the curved for- 
ceps at its upper portion, and slightly pulled inward and forward, 
thus putting the mucous membrane covering the tonsil and posterior 
pillar on the stretch, which membrane is then slit from above down- 
ward, parallel to and one-eighth of one inch anterior to the edge 
of the pillar. A second parallel slit is made over the tonsil, pos- 
terior to the anterior pillar; these slits are joined above and below by 
oval cuts, care being taken above not to encroach on the normal 
arch. The mucous membrane is then stript off from the tonsil, and 
when the operation is completed it folds over the edges of the pillars, 
and thus facilitates the healing process. The upper end of the tonsil 
is first loosened, this at times fills the subpalatine space, extending 
fully one-half inch above the arch connecting the pillars. Great 
care should be used not to cut or tear the capsule of the tonsil; this 
can not occur if the tonsil enucleator is used. Occasionally a large 
vessel will be found entering high up on the tonsil, which may be 
caught with artery forceps and then cut. Torsion controls the 
hemorrhage. Normally the vessels enter externally and in the lower 
half of the tonsil. This shelling-out process should be continued 
untu the tonsil is thoroly loosened from its surroundings, leaving 
nothing but the vessels, around which the snare-wire is applied. 
The application of the snare requires great care in order to in- 
clude the entire gland. The tonsil is pulled into the loop by a pair 
of lock forceps, which are not loosened until the tonsil is removed. 
One end of the wire is fastened to the instrument before it is in- 
iroduced into the mouth, the other end is fastened after the loop 
has been tightened about the gland; otherwise the capacity of the 
instrument may not be sufficient to draw the loop completely into 
the cannula; a very annoying accident. If any tender or bleeding 
points make their appearance during the operation, an application 
of cocain or the desiccated suprarenals will control them. 


Lilienthal very aptly remarks that in the presence of cancer, the 
patient is condemned to death, and the surgeon is the only man who 
can grant a reprieve, and sometimes a pardon. There will be more 
pardons than reprieves when we stop doing little operations for little 
cancers, and when we cease to keep patients under observation too 
long before making up our minds to interfere. 


Dr. Wm. Baum, Professor of. Genito-urinary Diseases in the 
Post-Graduate Medical School of Chicago, has reported to Journal of 
the American Medical Association five cases of syphilis due to in- 
fection from dental instruments. When one recalls the scant (or 
no) attempts made by dentists to sterilize their forceps after use it 
is arate indeed, that more instances of infection have not been 
noted. 


The use of strychnine, hypodermatically, for the relief of shock 
is being pusht beyond the limit of common sense. The latest crank 
upon the subject is Dr. J. Basil Hall, who, in Medical Record, reports 
two cases in which death seemed imminent during operation, but 
was postponed or prevented by the injection of one-fourth of a grain 
of strychnine, and another case of double amputation of the leg in 
a railway accident in which one-fifth of a grain of strychnine seemed 
to have a like good effect. He urges a bolder and more systematic 
use of this drug in these cases, and believes that better results will 
follow such a course. Less than this quantity has been known to 
cause death four or five hours after its introduction. One-tenth of 
a grain hypodermically, should be regarded as the limit, repeated in 
four hours if needed. 


An interesting article on “Aseptic Gangrene” appears in Cleve- 
land Medical Gazette, February, 1900, from the pen of Dr. C. B. 
Parker, Professor of Clinical Surgery in Cleveland College of Phy- 
sicians and Surgeons. Of treatment, he says: The objects—in any 
case where, from the character of the accident, it is suspected that 
gangrene may occur—are-clearly two-fold: (1) To prevent the en- 
trance of germs or their products; (2) to destroy and remove them 
when present. In the first instance an aseptic gangrene can be se- 
cured in all operative cauterizations (with galvanic ‘or Paquelin 
cautery), by first rendering parts aseptic, and afterwards protecting 
the cauterized parts by an ample aseptic dressing. This dressing 
should be ample, so as to quickly and completely absorb the secre- 
tions, always considerable, and which furnish such a favorable nidus 
for the lodgment and development of the various germs. In the sec- 
ond plan of treatment, it is not alone necessary to prevent the intro- 
duction of germs, but we must, before all, remove or destroy those 
germs introduced at the time of injury, either thru the air, or carried 


in by foreign bodies of various kinds, or from the unclean dressings 
applied at the time of injury. To accomplish this the injured parts 
must be thoroly cleansed by scrubbing with soap and water and a 
hand brush. If the pain is too great a general anesthetic can be 
given. It is often better to give the anesthetic to render the parts 
thoroly aseptic than to give it for the removal of any part. All 
stitches should be avoided, as too intimate coaptation of the wound 
prevents free drainage, and in all these cases under consideration the 
vitality of the tissues are so impaired that union by first intention 
will not occur. A moist bichloride dressing, not stronger than 
1-4000 and covered by protective, is applied next to wound. Poultices 
of whatever kind are never to be used, for the reason they can never 
be rendered aseptic. We may dispose at once of the vext question 
of heat and cold in this class of cases. A certain temperature is 
necessary to all vital processes; therefore, warmth, and usually dry 
warmth, from hot-water bottles, is the best form of applying it. Two 
most important mechanical adjuvants to successful treatment, are 
pressure and position—with rest. Pressure may be made by ban- 
daging over thick layers of salicylic, borated or carbolated cotton; 
and rest secured by means of splints with continuous elevation of 
the injured parts. By these methods of treatment carefully carried 
out, any recent gangrene can be rendered aseptic, and the terrors of 
the process of gangrene prevented, and the integrity of important 
members and structures of the body preserved, which must other- 
wise be lost by the destructive agencies of septic germs and their 
products. 


International Journal of Surgery says: When children com- 
plain of obscure pains about the joints and limbs, which are not due 
to diseases of the articulations, and are not relieved by anti-rheu- 
matic treatment, anti-syphilitic measures are indicated. In many 
such instances there is no history of syphilis on the part of the pa- 
rents, but the success of the treatment tells its own story. 


In Providence Medical Journal, January, 1900, Dr. G. D. Hersey, 
of Providence, R. I., reports a case of cleft palate which shows what 
may be done for its relief by modern methods. The patient, a lad 
of 16, of good health, presented the large cleft shown in the cut. 


At operation the boy was placed on the table on his back, with his 
head over the end, so that his mouth was below the level of the 
esophagus and trachea. Jaws were retained open by a Whitehead 
gag. The edges of.the cleft were pared with a scalpel. There was 
much bleeding, which was controlled by pressure. Incisions were 
next made to the bone on both sides near the alveolar process, op- 
posite to the cleft, and the periosteum was separated from the bone, 
allowing the edges of the cleft to be easily approximated. The cleft 
was then closed with a line of silk twist sutures, tied with a book- 
binder’s knot, apposing accurately the edges and bringing the line 
of sutures to one side of.the line of apposition. Rectal feeding was 
begun after the operation, but was changed to nasal feeding, which 
was efficient and more agreeable. In four days all of the swelling 
of the tongue from pressure, and edema of the uvula had disap- 
peared. On the eighth day the sutures were removed and approxi- 
mation found complete, excepting for a pencil-point opening at the 
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angle of the cleft, which later closed. Nasal feeding was continued 
for two weeks following the operation. He was discharged with im- 


provement in speech; doubtless enunciation will grow more distinct 
as time progresses, but the operation should be done (when possi- 
ble) on children much younger, in order to secure even fairly per- 
fect speech. 


An interesting contribution to the subject of sarcoma of the 
jaw is one by Dr. W. H. Hudson, of Lafayette, Ala., in Atlanta 
Journal-Record of Medicine, November, 1899. This is a most im- 
portant subject, for, as the author says, malignant tumors of the 
jaws are comparatively frequent, and it is necessary that their true 
nature be recognized early, for the earlier surgical intervention is 
given in such case, the greater are the chances of permanent relief, 
and the less the deformity. Of course the earlier such operations 
are done the easier they are to the surgeon. The great surgical prin- 
ciple of the early and thoro extirpation of malignant disease should 
be the guide in these conditions, as in all other conditions of 
malignancy. A good rule to remember is laid down by Dr. Hudson: 


Fic. 1 


Whenever and wherever there is an abnormal growth there is the 
possibility of malignancy, and malignancy must be recognized and 
gotten rid of without delay. Of the cases reported, a bad one was 


operated upon in August, 1888. That it was a success is shown by 
the photograph taken eleven years later. 

The second case was a girl of 7 years, subjected to operation in 
June, 1896. Figs. 2 and “3 show her appearance before and after 


Fic. 2 


Fic. 3 


operation. It recurred in September of the same year, necessitating 
a second operation in October, ligation of the common carotid being 
required. She died a few months later; osteosarcoma. The third 
patient was a white girl of 18 years, with a small tumor as shown 


Fic. 4 
in Fig. 4. It was removed without difficulty in April, 1899. There 


is as yet no sign of recurrence. It was a round-celled sarcoma. 
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Case 4 was in a negro woman of 27. She was first operated upon 
(enucleation) two years ago with prompt return. Radical operation 


| 
~ 


Fic. 5 


was done July, 1899. It is, of course, too early to report on proba- 
bility of a return of a sarcomatous epulis, but there is a fair show 
of non-return. 


A most interesting editorial review of the subject of suturing the 
heart for penetrating wounds, appeared in New York Medical Journal 
of March 11, 1899. It mentions the paper of Prof. Giovanni Ninni, 
of Naples, who (by combining the statistics of Jamain, Latelenet and 
Fischer) finds that in on:y 19 per cent of penetrating wounds of the 
heart does immédiate death take place-—so that immediate surgical 
intervention promises much. He mentions eight cases (one his 
own) treated by suture. In Farina’s case the wound, which was at 
the apex and edge of the right ventricle, was a quarter of an inch 
(seven millimetres) long. It was sutured immediately. The patient 
died on the sixth day, probably of pneumonia. In Rehn’s case the 
wound, which was fifteen millimeters (about half an inch) ‘long, 
was in the same situation. It was not until twenty-four hours had 
elapst, and the patient appeared moribund, that suture was performed, 
with partial suture of the pericardium, and drainage of the peri- 
cardium and pleura establisht. The patient recovered. In Cappelen’s 
case the wound was at the apex and edge of the left ventricle, and 
was two centimetres (about three-quarters of an inch) long. The 
left coronary artery was wounded. Intervention was resorted to 
within a few hours. Primary union took place, but the patient died 
of pericarditis on the second day. In Parozzani’s first case the wound 
was of the same size and situation as in Cappelen’s. Suture was re- 
sorted to at the end of twelve hours. Primary union occurred, and 
the patient recovered. In Parozzani’s second case the wound was 
the same in situation, but only fifteen millimeters (about half an inch) 
long. The operation was performed within a few hours. There 
was primary union, but the patient died in collapse on the second day. 
In Ninni’s case the wound, which was some twenty-five millimetres 
(about an inch) long, involved the anterior wall of the left ventricle 
a little beneath the transverse sulcus and a little to the outer side of 
the longitudinal sulcus, and ran parallel with the long axis of the 
heart. Surgical intervention was almost immediate, but the patient 
died before the flap of the thoracic wali had béen entirely sutured. 
In Giordano’s case the wound was of the edge of the left ventricle 
and was two centimetres (about three-quarters of an inch) long. 
After two hours the heart and pericardium were sutured, and drain- 
age of the pleura was establisht. Death took place on the twentieth 
day, from septic pleurisy of the left side with multiple pulmonary 
abscesses on the right side. In Parlavecchio’s case the wound was 
V-shaped. The two arms of the V measured together about three 
centimetres and a half (approximately, an inch and a quarter). 
After eight hours it was sutured, primary union took place, and the 
Patient récovered. Concerning Rudis-Jicinsky’s case (New York 
Medical Journal, April 23, 1898), Ninni does not consider it certain 
that the wound was penetrating. Rudis-Jicinsky did not state that 
it was. The author mentions these cases in the order of their occur- 
tence The first one, Farina’s, occurred in June, 1896. The results, 
three recoveries in eight cases, may be held not only as warranting 
surgical intervention, but as rendering it imperative under ordinary 
circumstances; as the author himself puts it, “Systematic abstention 
has no raison d’etre in penetrating wounds of the heart.” 


Of resection of the cervical sympathetic for epilepsy, exophtha- 
lenic goiter and glaucoma, New York Medical Times says: Jonnesco, 
of Bucharest, publisht a brief article upon this subject two years ago, 
Since that time he has performed the operation upon fifty-four pa- 
tients, making altogether sixty-one patients operated upon in this 
manner. No bad effects were observed after the operations. There 
were no trophic disturbances, nor was any influence noticeable on the 
general or mental condition of the patient. In ten cases of true 
exophthalmic goiter a cure was six times obtained, and an improve- 
ment four times. The exophthalmos first disappeared, then the 
nervousness and tachycardia, and finally the goiter. The results 
upon cases of secondary exophthalmic goiter were less satisfactory. 
Forty-five epileptics were operated upon, of whom six died in a 
shorter or longer time, either in an epileptic attack, or of some other 
trouble. Of nineteen patients who were observed for a considerable 
length of time, 55 per cent were cured, 28 per cent improved, and 
I5 per cent were not improved. It must not be inferred that the 
operation is indicated in all cases of epilepsy. In old cases with either 
mania or dementia, there are already changes in the brain which 
no operation can help. In recent uncomplicated cases, on the other 
hand, there is every reason to look for a briiliant result. In glau- 
coma the results were equally good. They consisted in lessening 
of the ocular tension, contraction of the pupil, lessening or disap- 
pearance of the periorbital pain and headache, disappearance of the 
attacks of the irritative form of the disease, and an improvement of 
vision with increase in the field, in those patients in whom atrophy of 
the pupillary layer was not absolute. 


In his “Surgical Hints,” the editor of International Journal 
of Surgery, says: If you see a boy who has first developt incontin- 
ence of urine in advanced childhood, and especially if there is occa- 
sional difficulty in retaining the urine during the waking hours, 
you will do well to search the bladder, for these are often the first 
symptoms of the presence of calculi in boys. 


GYNECOLOGICAL NOTES. 


The subject of vaginal section is discust in Cincinnati Lancet- 
Clinic, January 20, 1900, by Dr. Chauncey D. Palmer, Professor of 
Gynecology in the Ohio Medical College, Cincinnati. He thinks this 
operation may quite often be substituted for abdominal section for 
diagnosis and treatment. The posterior incision he regards as 
easiest and safest. Pelvic abscesses low down, some cases of ectopic 
gestation, retroversion with fixation and prolapse of ovary, and in 
certain critically low states of the system from pelvic disease, may 
each be treated by vaginal section. Well defined cases of pyosal- 
pinx, ovarian abscess, ovarian cysts, fibroids, on the other hand, 
are best managed by the abdominal route. Abdominal section of all 
routes renders the uterus and its adnexa most accessible. 
Vaginal section (anterior, posterior, or both) are necessary pre- 
liminary steps to complete hysterectomy. Much conseivative, and 
some radical, surgical treatment can be well done by the vaginal 
route. He closes his paper by -suggesting that in all cases of a 
proposed abdominal section, for female pelvic disease, the surgeon 
should now invariably ask whether the vaginal method will not 
answer. 


Dr. Hunter Robb, Professor of Gynecology in Western Reserve 
University, Cleveland, reports to Cleveland Journal of Medicine (De- 
cember, 1899) an operation for a submucous myoma of only a year’s 
duration, but which completely filled the vagina of a negress, age 38. 
The growth was removed by an ecraseur, but with difficulty, even 
after division of the pedicle, as it was as large as a child’s head at full 
term. On microscopic examination it was found to be a fibromyoma 
of the uterus with inflammatory changes in the periphery and areas 
of degeneration. 


Stevens (Cleveland Medical Gazette, December, 1899) claims 
that gonorrhea is not always the cause of pelvic inflammation, but 
it sometimes comes thru the open door of a lacerated cervix 
from infection with ordinaty pus-germs. He reports a case in which 
the cervix was lacerated; the endometrium granular and bleeding 
to the touch; and in each ovarian region an enlarged and tender 
immovable body. She-was restored to fair health by repair of the 
cervix and curetting the uterus, tho the uterus was still retroverted 
and the tubes and ovaries bound down by adhesions. The conserva- 
tive treatment, he claims, takes more time, but “you should never 
hurry unless you are really in haste.” 


At the meeting of the Cuyahoga County Medical Society, Jan- 
uary 4, 1900, Dr. F. E. Bunts, Professor of Surgery in the Western 
Reserve University, Cleveland, reported an interesting case, rapid 
development of an ovarian cyst after so-called “conservative treat- 
ment” of the ovary. In May, 1899, he operated on a patient who had 
chronic ovaritis and salpingitis; both the patient and her husband in- 
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sisted that as much as possible of the ovary be left behind because 
they desired a child (The husband was a physician.) Dr. Bunts 
found the left ovary badly diseased, and the right one somewhat so— 
it was enlarged a little, but not cystic. It was his judgment to re- 
move it, but the husband insisted on its being left, and said they 
would take the risk. He left practically a third of the enlarged 
ovary, a piece that, allowing for its enlargement, was not as large 
as a normal ovary. Late in December she came to the city to have 
another examination, and the doctor found a floating mass in the 
right side. She had been suffering a great deal, and was using mor- 
phine in such doses as to be in danger of becoming a morphine- 
eater. Dr. Bunts operated and found a cyst. All trace of the first 
operation was gone. He found a little ovarian tissue still remain- 
ing, but, as in most instances of these Graafian follicular cysts, the 
ovary was nearly gone. The most remarkable thing about the case 
is the rapidity of the development of the cyst. 


The removal of both mammary glands for adeno-fibroma is re- 
corded in Cincinnati Lancet-Clinic of February 24, 1900, by Dr. 
Clarence E. Drake, of Zanesville, Ohio. The patient was a well- 
developt and well-nourisht mulatto, age 27 years, married; only child 
9 years old. Family history good. About October 1, 1899, the 
patient noticed an enlargement of the left breast, together with 
some tenderness, and a few days later presented herself at the doc- 


Fic. 


tor’s office. On examination he found the left gland symmetrically 
enlarged; no retraction of the nipple, and a small area of tenderness 
toward the axillary side. About three weeks later the patient no- 
ticed a similar enlargement of the right breast, and the examination 
made showed similar conditions as on the left side. On December 
1 both breasts were removed. The incision on the left side was made 
parallel to the fibres of the pectoral muscles; that on the right trans- 
verse. Continuous cat-gut sutures were used, supplemented by two 
deep sutures of silkworm-gut in each wound. No drainage tubes 
or dusting powders were used. Both glands were greatly enlarged, 
each weighing about two and one-half pounds, and were dense and 
hard to the touch. Microscopial examination showed bundles of 
wavy fibrous tissue occupying the spaces of the normal gland cells. 
The patient made an uneventful recovery, and is now in her usual 


good health. 


BOOK NOTES. 


Dr. N. B. Shade has changed the name of his journal from the 
North American Medical Review to “The Medicus,” and has dropt 
the crimson cover. It is still edited in Washington and published at 
Frederick, Md., $1.00 per annum. 


Among the medical journals appearing with 1900, the “Providence 
Medical Journal” is perhaps the neatest. It is a well edited maga- 
zine of thirty-six pages of reading matter, of standard octavo size. 

Geo. D. Hersey, Editor; Dr. F. T. Rogers, Business Manager; 


publisht quarterly by the Providence Medical Association, Provi- 
dence, R. I., in the interests of the society and its members. 


The Modern Treatment of Wounds, by John E. Summers, Jr., 
M. D., Surgeon-in-Chief to the Clarkson Memorial Hospital; At- 
tending Surgeon Douglas County Hospital. Formerly Professor of 
the Principles and Practice of Surgery and Clinical Surgery, Omaha 
Medical College; Ex-President of the Western Surgical and Gyne- 
cological Association, tne Nebraska State Medical Society and the 
Omaha Medical Society. Medical Publishing Co., Publishers, Oma- 
ha, 1899. Price, $1.50. This is a neat little book devoted to a most 
important part of surgery, written by a man who has had a vast 
experience as operator and teacher. It contains, therefore, the de- 
tails which experience has taught to be so essential to success in 
operative surgery; details which are not to be found in most other 
books. The excellent character of this work and the style in which 
it is written, lead one to hope that its author will find time to write 
a more elaborate treatise devoted to operative surgery. 


The Raven, a new venture in the local journalistic field, is a 
magazine of literature and medical matters for physicians. The 
Raven (which is the successor of Magazine of Medicine) is edited 
by Dr. Ralcy Huested Bell, formerly of Atlanta, now of St. Louis. 
The Magazine of Medicine was a medico-literary journal of much 
merit, which was not appreciated by the profession. With a little 
financial encouragement from medical men, as subscribers, The 
Raven ought to prove a success. Certainly from a literary stand- 
point it is already ‘so. 


Milwaukee Medical Journal enters the New Year with a beautiful 
new, salmon cover, which greatly improves this already excellent 
journal. It bears every evidence of receiving the support it so well 
deserves. 


Dr. F. E. Daniel, the distinguisht editor of the well-known 
Texas Medical Journal, has written a most delightful book called 
“Recollections of a Rebel Surgeon, or in the Doctor’s Sappy Days.’ 
It is a neatly printed, handsomely bound 12 mo. volume of 224 pages, 
which is sold (by the author, at $1.10, postage prepaid. To anyone 
familiar with ‘Daniels’ mere mention of the fact that he is the 
author of such a book will be sufficient to induce a purchase; to 


‘those who are not personally acquainted with this prominent ex- 


confederate physician-soldier, it may well be said: Send to Austin, 
Tex., for the volume; when you are thru reading it you also will 


feel that you are a friend of the author. 


Among reprints of note recently received may be mentioned: 


An Improved Method of Treating Prolapse of the Uterus and Blad- 


der; by I. S. Stone, M. D., Washington, D. C. Neurasthenia, Its 
Symptoms and Treatment; by Landon Carter Gray, M. D., New 
York. Thyroid Medication; by A. Flowrens, M. D., Bordeaux, 
France. What Benefits Do the Laity Derive from the Honorable 
and Efficient Abstinence trom Advertising, and How Can They 
be Helpt to Appreciate Them Better? by Albert Goldopohn, B. S., 
M. D.,, Professor of Gynecology in the Postgraduate Medical School 
of Chicago. ‘the Improved and Extended Alexander Operation; 
by the same author. Some Auxiliaries to the Climatic Treatment 
of Phthisis; by J. Edward Stubbert, M. D., Physician in Charge of 
the Loomis Sanitarium, Liberty, N. Y. A Review of the History 
) aco of Appendicitis; by Geo. M. Edebohls, M. D., New 
ork. 


The California Medical Journal comes with a neat, new cover this 
month, which adds much to the appearance of that Western expo- 
nent of Eclecticism. By the way, what is now the difference between 
an “Eclectic” and ‘Regular?’ Will some member of the faculty of 
the California Medical College please explain? : 


The latest addition to the medical publications of St. Louis is the 
Regular Medical Visitor. It is a neat journal of 24 pages of reading 
matter, edited by Dr. Geo. Howard Thompson, Professor of Materia 
Medica and Experimental Medicine in the St. Louis College of Phy- 
sicians and Surgeons, assisted by Drs. H. M. Gould and’J. D. Nif- 
ong. The well-known name of John P. Lowell appears as business 
manager, which at once assures the financial success of the venture. 
As Dr. Thompson has had previous experience as a miedical editor 
and is widely known as a writer upon medical topics, there can be no 
doubt but that the contents of future numbers will be above the 
average of current medical literature. The journal is a monthly 
and is sold at $1.00 a year. 


Record of Symptomatology is the name or a new medical journal 
devoted to physical diagnosis. It is edited by Dr. W. L. Capell, of 
Omaha, and is evidently pubusht by the Denna-Therapia Co. of that 
city. Its price is $1.00 per annum. The character of contents is 
excellent, but the typography miserable. The publishers should im- 
prove this to make the journal as successful as it should be. 
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TO SUBSCRIBERS. 


This journal is not sent free to anybody. If you are receiving 
it and have not paid for it some friend has done so for you. 

Notices of expiration of time Fy for will be sent promptly. 
Immediate response is requested. receipt of such notice, you 
do not want the journal continued to youraddress, please notify 
us by return mail; if no such notice is received within 30 days we 
shall continue sending the journal at your expense, save when the 
subscription has been received thru some friend, or when notice to 
discontinue at end of time paid for is made at time of subscription. 


CINCINNATI OBSTETRICAL SOCIETY. 


At the annual meeting of the Cincinnati Obstetrical Society, held 
February 1, the following gentlemen were elected to serve during the 
ensuing year: President, Dr. C. A. L. Read; Vice-President, Dr. 
W. Porter; Secretary, Dr. Magnus Tate; Treasurer, Dr. Magnus 
Tate; Recording Secretary, Dr. E. McKee. 


INFLUENZA’S INSIDIOUS ATTACKS REPELLED. 


The coal-tar products were found to have great power as 
analgesics and antipyretics long before experiments in the therapeu- 
tical laboratory had been conducted to show their exact action. Asa 
result of this laboratory work we know now that some products of 
the coal-tar series are safe, while others are very dangerous. Anti- 
kamnia has stood the test, both in the laboratory and in actual prac- 
tice; and is now generally accepted as the safest and surest of the 
coal-tar products. Five-grain “Antikamnia and Codeine Tablets,” 
each containing 434 grains Antikamnia, % grain Sulph. Codeine, 
afford a very desirable mode of exhibiting these two valuable drugs. 
The proportions are those most frequently indicated in the various 
neuroses of the throat, as well as the coughs incident to lung 
affections. 

That Codeine had an especial effect in cases of nervous coughs, 
and that it was capable of controlling excessive coughing in various 
lung and throat affections, was noted before its true physiological 
action was understood. Later it was clear that its power as a nervous 
calmative was due, as Bartholow says, to its special action on the 
pneumogastric nerve. Codeine stands apart from the rest of its 
group, in that it does not arrest secretion in the respiratory and in- 
testinal tract—Chicago Medical Times. 


CHRONIC DYSPEPSIA SUCCESSFULLY TREATED WITH 
H:0:. 


The case herewith subjoined is one of interest on account of its 
typical character, its long-standing, and its speedy recovery on the 
adoption of a rational treatment. 

Peter H., xt. 40, Hungarian, farm laborer, applied for treatment 
at my office on July 1, 1899. He was a strapping fellow, mostly skin 
and bones, of about 170 pounds weight, and would not have been 
thought ill except for the prominent dark rings under his eyes, his 
injected conjunctive, and a drawn, hunted expression on his counte- 
nance, indicative of past trouble or imminent danger. The history he 
gave was somewhat as follows: 

Six years previously, on his voyage to this country, he suffered 
from an attack of acute gastritis, attended with retchings of the most 
violent character. Soon after landing he recovered sufficiently to at- 
tend to his work; but he says he has “never been the same man 
since.” In all this long period he has not eaten “a good square 
meal,” nor enjoyed what he has eaten, the burning pain in the 
epigastrium, after meals, becoming so great occcasionally that for fear 
of its repetition he has gone without food for two or three days at 
atime. Belching of enormous quantities of gas, too, is common 
with him soon after eating, thus evidencing the presence of undi- 
gested food with its resultant fermentation. The patient states 
that in order to get relief he has spent all of his wages upon various 
doctors, specialists, quacks, nostrums, etc., and swears that he is 
worse to-day than on the day he first landed in this country. 

On examination it was found that he was slightly feverish, pulse 
rapid, tongue flabby and heavily coated, while the teeth and entire 
cavity of the mouth were covered with a foul-smelling sticky mucus. 
That the stomach received, in the process of starch digestion, little 
Or no assistance from the salivary glands of the mouth was plainly 
apparent. In deciding on the mode of treatment it was obvious that 
lack of the usual amount of gastric secretion must be met by restor- 
ing the physiological conditions upon which the secretion depends. 
In other words, in order to relieve the inflammatory condition of the 
gastric mucous membrane and restore the function of the peptic 
glands, antiseptics were required. The patient therefore was fur- 
nished with a flask of Ozonized .water, made of one part Hydrozone 


to four parts of water, and directed to wash out his mouth every 
night and morning, thoroughly cleansing the tongue, teeth and gums 
of the unhealthy mucus and any pathogenic germs it might contain. 
To destroy the microbic elements of fermentation in the stomach 
and dissolve the tenacious mucus there, a mixture of one ounce of 
Hydrozone with two quarts of sterilized water was made, and half 
a tumblerful directed to be taken half an hour before meals. Hav- 
ing thus procured a clean surface in the stomach, the patient was 
advised to take immediately after meals a drachm of Glycozone, 
diluted in a wineglassful of water, for the purpose of enhancing 
cellular action and stimulating healthy granulations. Of course he 
was ordered to select his food with care and eat regularly. 

The result of this simple procedure was magical. Although for 
the first two or three days there was some discomfort after eating, 
this soon disappeared, and at the end of a fortnight the patient re- 
ported that for the first time in six years he was enabled to eat his 
meals withcut dread of subsequent distress and eructations of gas. 
‘In the opinion of the writer the fermentation was thus quickly sub- 
dued by the active oxidation resulting from the liberation of nascent 
oxygen.) TVhe treatment was continued in this manner for another 
month and then gradually abandoned. On September 1 the patient 
came to the office, expressed his eternal gratefulness, said that he 
weighed 185 pounds, and believed himself to be completely cured. 


VERATRUM FOR PNEUMONIA. 


A prominent writer in the Alkaloidal Clinic says that the best 
treatment of pneumonia—that which gives decidedly the best 
statistics—consists of the following: In the first stage medication 
should begin with a cathartic of calomel and podophyllin to 
cleanse the intestines thoroly; next, apply hot anodyne poultices 
to the chest; then give Norwood’s tincture of veratrum viride 1 
to 5 drops every one to two hours until the pulse is reduced to 60, 
and vomiting induced—which cleans the stomach and the bronchi. 
As a result the temperature falls, the heart and lungs are relieved, 
and the inflammation checkt. The circulation should be kept 
equalized with veratrum and ammonium carbonate or chloride, or 
strychnine, or arsenic, or quinine, or a combination of some of 
them. Convalescence will often follow in a day or two. It should 
be noted, however, that a reliable Norwood’s tincture should be 
used—the very best being that produced by the Shaker’s Society 
of Mount Lebanon, N. Y. See adv. in this journal. 


SOUTHERN SURGICAL AND GYNECOLOGICAL ASSOCIA- 
TION. 


The officers elected at the recent meeting of the above society 
are: President, A. M. Cartledge, of Louisville; Vice-Presidents, 
Manning Simons, of Charleston, and W. P. Nicholson, of Atlanta, 
Secretary, W. E. B. Davis, of Birmingham; Treasurer, W. D. Hag- 
gard, Jr., of Nashville. The next meeting will be held at Atlanta, 
beginning the second Tuesday in November, 1900. 


RETROVERSION OF UTERUS. 


According to Giles (Journal of American Medical Association, 
January 6, 1900), the following conclusions are to be deduced from a 
careful clinical study of backward displacements of the uterus: (1) 
Retroversion of the uterus requires no treatment when it causes no 
symptoms. (2) A simple retroversion may cause symptoms by disturb- 
ances of circulation, by pressure, or reflex. (3) Pressure symptoms are 
uncommon in the absence of enlargement of the uterus. (4) Reflex 
disturbances are most frequently gastric, vesical or nervous. (5) 
A simple retroversion can usually be cured by the temporary use 
of the pessary. (6) Retroversion with endometritis is frequently 
complicated with prolapst ovaries. (7) In the treatment of this 
condition, the inflammatory condition must be cured before the intro- 
duction of the pessary. (8) Pronounced endometritis requires curet- 
ting, with trachelorrhaphy in some cases before the displacement 
can be dealt4with. (9) When retroversion is associated with fixation 
by adhesions, the first step must be to restore the mobility of the 
uterus. (10) To introduce a pessary in a case of retroversion with 
fixation is to add risk to inefficiency. (11) When milder measures 
fail, the abdomen should be opened, the adhesions separated and 
the uterus fixt in its proper position. (12) In the absence of adhe- 
sions, hysteropexy is sometimes required to cure an intractable retro- 
version. (13) Retroversion of the gravid uterus is usually reducible 
with the help, in some cases, of an anesthetic. (14) In cases of irre- 
ducible retroversion, it is usually better to free the uterus by abdomi- 
nal section than to terminate the pregnancy; but in some cases the 
induction of abortion will be necessary. 
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NUMBER 10. 


SOME PATHOLOGIC AND CLINICAL PHASES OF GALL- 
STONES.* 


BY A. H. CORDIER, M. D., KANSAS CITY, MO. 
Professor of Abdominal Surgery in the University Medical College. 


Among the most common diseases of the abdominal cavity may 
be mentioned those of the biliary ducts; and of this class chole- 
lithiasis is the most prevalent. In fact, so common is this condition 
that in several thousand post-mortems no less than 7 per cent of 
cases with gall-stones have been found, and it is a curious conclu- 
sion to which some clinicians have arrived: when they use this as a 
reasoning that since these patients did not present any evidence of 
the presence of the stones, it proves that the majority of cases suf- 
fering with gall-stones will get well if let alone. Dead patients are 
poor witnesses to prove the efficacy of any method or remedy, even 
tho they seemingly died from causes remote to the condition under 
discussion. It is often the case that a gradual and unrecognized 
condition undermines the general physical standard and thereby de- 
stroys that natural immunity so essential to ward off the invasion 
of a life-destroying process. Many cases of gall-stones present no 
direct testimony of their presence, while others give evidence of their 
presence in the most emphatic symptomatic language. 

The causation of the formation of gall-stones has been a theme 
for many years by some of the ablest clinicians. A few years ago 
in the direct causes were enumerated: (1) Stagnation of bile; (2) 
inspissation of bile; (3) advanced age; (4) sedentary habits; (5) 
tight lacing; (6) abdominal tumors—all in a measure acting in the 
same way; that is, interfering with the free bile circulation. 

The bile is a watery secretion containing 1 to 3 per cent of 
solids with bile pigment and bile acids as normal ingredients. 

It would seem that in the young (under 20) the disease is rare, 
and that the age of 40 furnisht the largest number of cases until the 
age of 60 is past, then the disease becomes relatively more frequent, 
and it is strange but true that after this age there are fewer cases 
presenting symptoms pointing to the presence of stones (colic), ete. 
It must be recalled that old people are more frequently affected with 
malignant diseases in the pyloric and duodenal segments of the ali- 
rT canal and that modern pathologists recognize in the pres- 
ence of gall-stones a factor in the production of these neoplasms; 
hence they are treated for the results and not the original cause. 

My limited experience has certainly not been in accord with 
that of many writers'‘in the relative frequence of this disease in 
the male and female. Most of my cases have-been in males. Most 
writers place the proportion at females five to males one; the causes 
especially present in females not in males being tight lacing, laxity 
of abdominal walls, child bearing; 90 out of 115 cases in females hav- 
ing borne children. 

Lunatics from their sedentary habits are said to be prone to 
gall-stones. I do not believe that idleness alone ever produced a 
gall-stone; if so the disease would be more prevalent. Heredity is 
not a cause. Diet alone is not a cause unless of a character to in- 
duce a gastro-duodenitis. The normal ingredients of the bile enter- 
ing into the formation of gall-stones are: bilirubine, biliary salts and 
cholesterine in abnormal quantities often found in the gall-bladder. 

A pure cholesterine stone is rare, and usually has some other 
ingredients as the nucleus. The stones found in the hepatic ducts are, 
as a rule, the bilirubine calcium stones, while those found in the 
gall-bladder have bilirubine calcium as a nucleus, with cholesterine 
on this nucleus; the original focus having its origin in the hepatic 
duct, subsequently finding its way into the gall-bladder. The little 
hard, round, solitary stones found in the ductus communis chole- 
dochus are, as a rule, bilirubine calcium stones. 

It is true most stones are found in the gall-bladder, for it is 
here that the conditions most favorable for the formation and re- 
tention of stones exist, as will be understood later in my paper, 
where I mention the latest and most acceptable theory as to the 
causation of gall-stones. The older writers maintained that these 
stones were the result of either an over-production of cholesterine 
by the liver, or to a want of its proper solvent in the bile, thus per- 
mitting the substance to deposit and form stones. Later authors 
(and I believe they are correct) say that cholesterine is a result of 
disintegration of the ephithelium of mucous membrane and glands 
of the gall-bladder and of larger bile-ducts. Cholesterine is a sub- 
stance of wide distribution over the body. It is found in various 
forms of growth and fluids of the body: in the expectoration of con- 
sumptives, in pus, especially in locations where there exist a mucous 
membrane. 


* Read before the Tri-State Medical Society, St. Louis, April 3, 1900. 


Examination of bile from the liver shows .07 per 1,000 of 
cholesterine, while the analysis from bile in the gall-bladder shows 
3 to II per 1,000. Occasionally pure masses.of cholesterine are 
found in the gall-bladder. The preponderance of the evidence is 
against the old theory that these stones are formed by the bile fail- 
ing to hold in solution the cholesterine; cholesterine was formerly 
held to be an abundant normal constituent of the bile. It would ap- 
pear that cholesterine is formed in the gall-bladder and in the bile 
as an emulsion, so to speak. 

Bilirubine calcium is an insoluble compound, the outgrowth of 
the union of bilirubine and the lime salts. the bile salts (sodium 
glycocholate and taurocholate) prevent this union naturally, even 
in the presence of a moderate quantity of lime, but if an excess of 
lime is added a precipitate of bilirubine calcium results. If to a 
weak ammoniacal solution of bilirubine there is added a few drops 
of lime-water an immediate precipitate of bilirubine calcium takes 
place. If now to this same solution 2}¢ per cent of glycocholate of 
sodium be added it takes five times the quantity of lime-water to cause 
any precipitate at all. This experiment has an important bearing 
in a prophylactic way. Albumen favors the precipitation of biliru- 
bine calcium. The outpouring of a catarrhal change in a mucous 
membrane is largely albuminous. A gastro-duodonitis may lead to 
the stagnation of bile and thus act as one of the prime factors in the 
precipitation of this fluid abnormal contents, but is not alone suf- 
ficient for as long as no septic micro-organisms are present the dis- 
position of the bile is to hold the stone producing ingredients sus- 
pended or in solution. The bacillus coli communis is often the 
cause of catarrhal changes in the biliary passages. Naunyn found 
that if he injected the colon bacillus into the gall-bladder it excited 
no inflammation, but if the common duct was previously ligated the 
most intense cholecystitis was excited. 

An infection of the gall-bladder gives rise to an increase in 
the amount of cholesterine by destruction of and disintegration of 
the epithelial cells, and to a precipitation of bilirubine calcium, the 
latter acting as a nucleus for most stones. The attacks of cholangitis 
may be of a transient character and yet leave the nuclei of many 
stones in the gall-bladder. These may or may not give rise to any 
symptoms directly attributable to their presence. Yet the presence 
of a stone or stones in the gall-bladder may produce an influence 
on the general health of the individual that may become of a serious 
character. The all important subject of diagnosis, in this pathology, 
finds its greatest appreciation. Early diagnosis in many cases means 
prophylaxis. Obstructive jaundice, hepatic colic and ptomaine pois- 
oning are usually late manifestations. 

If in 10 per cent of all post-mortems there is found gall-stones 
that were not suspected during life, owing to absence of symptoms 
of a severe nature, I am not sure a close inquiry would in some 
of these cases have elicited a history of “bilious attack,” recurring 
headaches, a sense of uneasiness in the gall-bladder region, loss of 
weight, etc. If no infection exist when stones are in the gall-blad- 
der their presence does not excite much pain, but let a stone be- 
come lodged in the common duct, then a paroxysm (known as 
hepatic colic) will likely supervene. Probably only two-thirds of 
the patients with gall-stones ever have severe colic symptoms, 
but it must be remembered that it is not the pain that kills in these 
cases. 

Spasmodic closure of the pylorus may be mistaken for hepatic 
colic, but with a recognition of the accompanying gastric dilatation 
and hyperacidity of those cases a diagnosis can usually be made. 

It is not necessary that suppuration exist in order to have rigors 
and fever, the so-called “hepatic intermittents” of Osler. These 
irregular chills are due to the absorption of ptomaines. When the 
stones are located in the common duct near its entrance into the 
duodenum, absorption is especially liable to take place, for it is 
at this point that the lymphatics abound most plentifully. 

A small, round stone will frequently become lodged just at this 
point and make for itself a bed in the mucous membrane by de- 
stroying the epithelium, thereby opening the avenues of lymphatic 
absorption. A stone in this location may remain for an indefinite 
period, giving rise to symptoms of a mild or severe character, de- 
pending on its disposition to become wedged into the ducts, and 
with the completeness of this closure. These ball-valve stones are 
the most persistent in duration, the greatest in danger, and the 
most difficult to cope with surgically. A stone lodged at this point 
and remaining for months or vears is a most dangerous foe to the 
sufferer. Dangerous from the persistence of its health undermining 
properties, in a mild and gradual way (chronic sepsis and persistent 
mild cholemia) and from the remote danger of a cancerous develop- 
ment at a site of constant irritation. Where the obstruction is com- 
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plete the ducts and gall-bladder become greatly distended with the 
bile, and other normal and abnormal fluids. The lymphatics, tak- 
ing up the coloring matter, distributes it thru the blood channels to 
the whole mucous and cutaneous surfaces, and thus jaundice is 
produced. A remarkable change takes place in the gall-bladder in 
some of these cases, in which the common duct is occluded; that 
is, the bladder becomes contracted, instead of dilated; which is in 
part explained by the action of Heister’s valve and in part by the 
often present peri-cholangitis. 

A persistent and complete closure of the ductus communis 
choledochus frequently leads to a cirrhosis of liver. The chole- 
dochus stones are found in about 10 to 15 per cent of all cases pre- 
senting markt symptoms. Thornton (1884) was the first to re- 
move a stone from the common duct, since which time the opera- 
tion has been performed by many surgeons all over the world. With- 
in the last five years the clinical histories of cases have been care- 
fully studied with the purpose of making early and correct diag- 
noses; this has lead to an analysis of the symptoms, making it pos- 
sible to differentiate the stones in the gall-bladder from those in 
the common duct. 

It must be remembered that the weight of gall-stones is very 
light (1,020 to 1,030), while the specific gravity of the bile is only 
1,030. A ball-valve stone may float about in a dilated duct, thus 
changing its position easily. This in part explains the sudden cessa- 
tion of the pain in some cases of colic, even tho the stone does not 
escape into the duodenum. A change in the position of the patient’s 
body may cause a dislodgment of a light stone, provided the stone 
is not partially imbedded in the surrounding structures. The func- 
tion of gall-bladder is not that of a reservoir for the bile. as it holds 
but an ounce and a half, while the twenty-four hours’ supply of 
this secretion is about forty ounces. Some one has advanced the 
theory that the gall-bladder is like the expansion tank on the loco- 
motive: Keep up the tension and thus regulate the flow of bile. I 
believe the gall-bladder has some special function; most likely a 
digestive ferment is manufactured here in the quiescent stage of the 


iver. 

The gall-bladder has been removed (VonLangenbuck, 1882) suc- 
cessfully several times, but so far no scientific clinical data are avail- 
able bearing on the progress of these cases, post operative. Such 
would be = | great interest, both to the physiologist and the surgeon. 

Upon a proper diagnosis depends thescorrect management of 
these cases. I am sure were the obscure symptoms presented by 
many chronic invalids interpreted correctly that a goodly number of 
the cases would prove to be cholelithiasis. Many a swarthy (icteric 
tinge) skinned patient, with a loss of weight, and with an interfer- 
ence with digestion and proper assimilation, I believe will be found 
to have gall-stones stored away in the bile passages, and that their 
presence there has interfered with the formation of some special 
digestive agent or has given rise to the development of noxious sub- 
stances, which have gradually undermined the health’s standard. 

It must be remembered that while jaundice is an indication for 
surgery that at the same time it forms quite a serious bar to surgery, 
as these chronic cholemic patients are almost without exception 
bleeders, and they stand surgery and anesthetics very badly. All 
arguments favor early surgery where symptoms point to the neces- 
sity of surgery at all. The treatment of these cases depends upon 
the manifested symptoms. An ordinary attack of hepatic colic, due 
to the passage of a small stone, will, in all probability, terminate 
favorably within a few hours or days, and if the stone be the only 
one present and succeeds in finding its way into the duodenum the 
case will require no farther care. 

If the case is one with well markt ball-valve symptoms in all 
likelihood the stone will remain in the duct, giving rise to painful 
and dangerous symptoms until its surgical removal is effected. 

If the stones are in the gall-bladder and are giving rise to in- 
fection or suppuration in this viscus then surgery should be early 
resorted to. It is rare that pain alone as a persistent symptom forms 
an operative indication, yet frequent exacerbations of pain with the 
usual attendant symptom of jaundice may demand speedy surgery. 

In a paper to be read in one evening the whole scope of gall- 
stone pathology and surgery cannot be covered, hence I shall not 
enter into the technic details of the various procedures resorted to 
by the surgeon in these cases. 

The mortality in skilled hands is very low. The surgery is dif- 
ficult and requires careful anatomical discrimination, a familiarity 
with the pathology and exact surgical acumen. If these essential 
prerequisites are not possest by the operator, his work will be a 
species of blind groping in the dark, accompanied by two dangerous 
guides—surgical opacity and faulty technic, in whose wake will fol- 
low imperfect results and high mortality. 


DEDUCTIONS. 


1. Cholelithiasis is of frequent occurrence and usually gives 
manifested symptoms, either severe or obscure. 


2. Cholesterine as a gall-stone producing agent must be present 
in an abnormal quantity. - 

3. Cholesterine is in a great measure a product resulting from 
the destruction and disintegration of the epithelium of biliary ducts 
and gall-bladder. 

4. Bilirubine calcium, an insoluble compound, the outgrowth of 
the union of bilirubine and the lime salts, forms the nucleus of al- 
most all the stones formed in the ducts and the majority of those 
formed in gall-bladders. 

. Jaundice, ptomaine poisoning and suppuration are late symp- 
toms of cholelithiasis. 

6. Dyspeptic symptoms, swarthy skin, uneasiness in region of 
gall-bladder (‘‘congestion of liver’) and loss of weight are some of 
the remote and local outgrowths of the presence of gall-stones. 

7. Inflammatory diseases of the duodenum and bile passages are 
the most direct causative factors in the production of gall-stones. 

8. Some cases get well without any assistance from the physician 
or surgeon, yet the progress of the cases that terminate favorably 
without surgery can be greatly assisted by the physician. 

. The surgery is especially difficult and the inexperienced 
should not undertake to do it. 

10. A ball-valve stone usually continues giving rise to symptoms 
until removed by surgery. 

11. Stones in gall-bladder producing septic symptoms should 
be removed. 


A FEW PRACTICAL POINTS WHICH WILL PREVENT 
TROUBLESOME COMPLICATIONS IN FRACTURES 
OF THE ANKLE AND ELBOW.* 


BY A, J. OCHSNER, M. D., CHICAGO, ILL. 
Surgeon to Augustana Hospital. 


Scarcely a month passes without bringing to my care painful 
ankles. following fracture, and elbows (especially in children) in 
which complete extension and flexion are impossible because of par- 
tial anchylosis following fracture. 

The most common unfavorable condition following fractures 
which we meet is the painful ankle-joint in Potts’s fracture, which 
frequently persists for weeks or months or even years. The text 
books advise massage,- forcible passive motion, the application of 
hot and cold sprays, and vigorous use of the extremity. An exam- 
ination of these cases invariably shows that the foot is in the 
equinus position, which results from the position in which the foot 
is fixt when the fracture is first treated. It does not matter whether 
the old-fashioned fracture-box or splints are used, or whether a plas- 
ter-of-paris cast is applied. The foot is practically always fixt at an 
obtuse angle with the leg, because the dressing is usually applied with 
the knee in the extended position, and this necessarily places the 
gastrocnemius muscle in a condition of tension, as shown in Fig. 
1 diagramatically. 


|| gortroe- 


Fig. 1. 
_ A-glance at the diagram in Fig. 2 will show why it is almost 
impossible to walk on this foot, and why an attempt at walking is 
so extremely painful. Instead of having the foot act as a movable 


lever, with its bearing on the astragalus and the articular surface 
of the lower end of the tibia acting as a fulcrum we have an almost 


a * Prepared for the St. Louis meeting of the Tri-State Medical Society, April, 
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immovable, obtuse triangle (1-2-3 Fig. 2) with all the liga- 
ments at the angle under a condition of tension with every step 
taken by the patient. Moreover, with every step taken the body 


must be raised sufficiently high to make up for the space lost on 
account of the fixation, as shown in Fig. 3. In this figure the dis- 


Fig IIL. 


tance I to 2 represents the height to which the body has to be raised 
normally, and this is equal to the distance 3 to 4, but with the foot 
in the equinus position the body must be raised the additional dis- 
tance from 5 to 6. It is not difficult to observe the difference in the 
mechanism of walking by simply following the line 1 to 2 Fig. 4, 


which represents the leg diagramatically with the foot in the nor- 
mal position, as the leg bends forward, carrying the weight of the 
body, while the opposite extremity advances in making a step, as 
compared to the angle 5-4-7 Fig. 3, which must move as a whole 
when the foot is in the equinus position. The difficulty can be easil 

overcome by fixing the foot at a little less than a right angle wit 

the leg when the Masten is first treated. 


As a inatter of fact, in observing hundreds of cases under treat- 
ment in many hospitals in this country and in private practice, I 
have almost never seen one in which this position was attained, be- 
cause the casts are usually applied with the knee extended, which 
places the upper and lower attachments of the very powerful gas- 
ag goa muscle at the greatest possible distance apart, as shown 
in Fig. 5. 


Pig V 


In order to properly apply a cast in these cases then the knee 
should be in a flext position, as shown in Fig. 6, which will at once 
permit the foot to be placed at less than a right angle with the leg. 


Fig Vi 


It is necessary to keep this angle a little less than a right angle 
throughout the healing of-the fracture. This can be accomplisht 
very readily by means of plaster-of-paris, but the foot must be held 
in the correct position until the plaster has become perfectly hard, 
then the knee may be partly or wholly straightened without chang- 
ing the position of the ankle or interfering with the result. It is 
wise to apply the plaster-of-paris cast from a point just below the 
knee to a point even with the toes, in order to secure sufficient 
leverage. For the purpose of securing comfort to the patient it is 
wise to separate the toes with pledgets of cotton, which may be 
removed when the plaster has hardened. 

The following sketches will aid in making the position of the 
foot clear: Fig. 7 shows the faulty position in which the foot is 


Pig. VI 


almost always placed in the treatment of fractures of the ankle. 
In visiting hospitals I always ask the surgeon with whom I 
happen to visit the wards concerning the relative position in which 
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he drest the foot in ankle fractures. The answer is almost always 
“at a right angle with the leg,” but upon examining the cases under 
treatment I have, with one exception, namely, the Massachusetts 
General Hospital ,always found that this was true only in theory, 
and that, in fact, the foot is always found in a more or less markt 
equinus position, as- shown in Fig. 7. 


Fig Ml 


Fig. 8 shows the position which gives the best immediate and 
permanent functional results. 


Fig IX 


Fig 9 shows the foot at right angle, which still gives good re- 
sults, but the patient always suffers considerably when he first be- 
gins to walk. 


Fig. 10 shows the relative position in which the thigh, leg and 
foot should be placed during the application of the plaster-of-paris 
cast, the latter reaching from the end of the toes to the dotted 
line (a). 

lf, however, the fracture has healed and the ankle has remained 
painful for a shorter or longer period of time, this can be overcome 
by anesthetizing the patient, flexing the knee, forcibly flexing the 
ankle to a little less than a right angle, applying a strong plaster-of- 
paris cast, preferably over two stockings drawn over each other, and 

ermitting the patient to walk, wearing this cast for about six weeks. 
Eaewe employed this method in a very large number of cases, many 
of them of long standing, and thus far always with a perfect result. 

There are three little practical points of importance that I wish 
to emphasize in connection with the treatment of this most trouble- 


some fracture: First, whatever other precautions may be taken in 
the treatment of this fracture to obtain a good result one should 
always place the foot at a little less than a right angle; second, in 
case of a painful joint following Potts’ fracture, the foot should be 
fixt for a period of about six weeks at a little less than a right angle. 
the patient being permitted to walk without the use of a crutch; 
third, this can easily be accomplisht by applying the plaster-of-paris 
cast with the knee in a flext position. 

If these practical points are observed fractured ankles are not 
painful after the fracture has healed. and those which are painful 
after other methods of treatment will be free from pain in a few 
weeks, notwithstanding the fact that they may have resisted the 
ordinary forms of treatment for weeks, or months or even years. 

ELBOW-JOINT. 3 

Another most common difficulty one encounters in the treat- 
ment of fracture is a partial anchylosis of the elbow-joint, in chil- 
dren who have suffered from a fracture of one of the condyles of 
the humerus into the elbow-joint. It does not matter what method 
of treatment has been employed. the little patient will frequently 
have a partial anchylosis of the joint. If an angular splint has been 
employed the parents of the child will not cease lamenting over 
the crooked arm. Passive motion may be practist by the physician, 
and the parents may be advised to make use of this at home, but 
the child will resist and whatever is accomplisht is obtained under 
very unpleasant and unfavorable circumstances. 

The child may be advised to carry weights, but the object of 
this is so apparent that the progress is again hampered. 

About eleven years ago, while treating the most disagreeable 
case of this kind I ever encountered, because of the bad disposition 
of a spoiled only child, and the unreasonableness of its parents, who 
had made life a burden for several of my professional friends who 
had previously attempted to overcome this deformity, it occurred to 
me that the child, naturally very active, might be willing to play 
with a wheelbarrow, a performance which cannot be accomplisht 
with one hand. A good sized wheelbarrow was procured and in 
six weeks an ideal result was obtained after several skillful and 
conscientious physicians had failed to secure the same end in as 
many months. I have employed the method with equal success in 
many similar cases since then. There is scarcely a child who is not 
willing to play with a wheelbarrow, at least I have not as yet en- 
countered one, and the shoving motion seems to be precisely the 
proper exercise. On the other hand, if there is a limitation of mo- 
tion in the opposite direction, making a proper degree of flexion im- 
possible, so that the child cannot reach its mouth, nor button the 
shirt collar, nor comb the hair, a condition which is much more 
unfortunate than the simple inability to extend the arm fully, which 
amounts to very little aside from the esthetic point of view, it is 
often impossible to obtain a perfect result by the very painful prac- 
tice of passive motion and massage, and if the patient is anesthe- 
tized and the arm placed in a plaster-of-paris cast the latter rarely 
holds the forearm at less than a right angle with the arm, because 
the tendency of the arm is to straighten, and while the plaster is 
hardening the angle usually increases constantly. 

In order to overcome this it is well to flex the arm on the 
forearm at an angle of about 50 degrees, so that the tips of the 
fingers will touch the acromion process, then place a piece of rub- 
ber adhesive plaster about two feet in length and two inches wide 
over the dorsal surface of the hand and forearm, and then carry it 
backwards directly over the acromion process and back over the 
posterior surface of the shoulder. This will hold the arm exactly 
in the desired position. Now a plaster-of-paris cast is applied over 
the outer surface of the extremity, making a kind of trough-splint. 
After this has hardened perfectly, the rubber adhesive plaster is cut 
and the splint alone will support the arm. After two or three weeks 
the cast is removed during the daytime and replaced at night with 
the most excellent results. 

There are, then, two practical points worth remembering in the 
treatment of troublesome cases of elbow fractures in children: 
First, let the child attain a spontaneous straightening of the arm by 
using a wheelbarrow; second, fix the position of the forearm by 
means of rubber adhesive plaster until the plaster-of-paris has be- 
come thoroly hardened in cases in which there is an undue limita- 
tion of motion in the direction of flexion. . 

I have had an opportunity to treat a very large number of pain- 
ful ankles following fractures, and many elbows with limited mo- 
tion following fractures in children. Many of these had made but 
slight progress under long continued systematic treatment with mas- 
sage and passive and active motion, which was exceedingly painful 
to the patient and equally disagreeable to the surgeon. But by ob- 
serving the practical points, as indicated above, the results have al- 
ways been rapid, the treatment pleasant, and the function surpris- 
ingly satisfactory. 


To remove blood from the hands, first wash them in pure water, 
as soapy water does not dissolve blood rapidly. Clear water and a 
nail-brush should come first, soap next. 
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CASES OF HEAD INJURY.* 


BY GEO. W. CALE, M. D., SPRINGFIELD, MO. 
Chief Surgeon St. Louis and San Francisco Railroad. 


The object of this report is to call attention to the great variety 
of symptoms which may arise in very simple—sometimes apparently 
insignificant—fractures of the skull, as well in those more promi- 
nent compound, comminuted fractures of vault and base. A point 
of import is that in some of the simple cases symptoms appeared 
almost immediately, seemingly out of all proportion to the apparent 
injury; while in some of the extensive injuries to brain tissue prac- 
tically no head symptoms were present. 

Case 1. W.G., male, 28 years, struck in left parietal with grate- 
bar, receiving a scalp wound two inches long, at bottom of which 
a small fissure appeared, but no depression. He was semi-conscious 
for one-half hour, then became conscious, and remained so, with 
normal pupils and pulse, and respirations 17; hence the wound was 
merely cleaned and stitcht. The accident occurred at 8 p. m. At 
noon next day his pulse was 60, and an hour later 50. The skull was 
therefore opened for internal hemorrhage. A considerable subdural 
clot was found oozing from the diploe. Recovery was uneventful 
and complete. 

Case 2. Boy 14 years, was knockt against curbstone by pass- 
ing buggy, striking head and becoming instantly unconscious. He 
regained partial consciousness on being carried home, but his par- 
ents noticed that he was duller than usual, and listless. Operation 
four days later showed an extensive deprest fracture of the inner 
table, but without injury of the outer. A good recovery followed. 

Case 3. W. S., male, 21 years, fell against a slowly moving 
train, which struck left side of head. He continued to work until 
evening. There was no bleeding from the ear, but he noticed a 
watery discharge, which continued six days. On the second day a 
physician was called on account of an agonizing pain in the head— 
so severe that hypodermics of morphine did not relieve. He was 
admitted to the ’Frisco hospital on the seventh day—comatose, 
cerebro-spinal fluid still escaping from the ear. He died one hour 
after admission. No autopsy was permitted, but death was evidently 
from meningitis. According to Phelps this is the third case of this 
kind on record. 

Case 4. Boy, 7 years, struck by pointed rock thrown by play- 
mate, the injury being above right eyebrow. He was unconscious for 
but a short time, so the family doctor declared the wound of slight 
importance. A few days later he became listless, temperature rose 
to 101, and he was treated for “malaria.” Another physician de- 
cided an operation to be necessary. Operation showed a very pointed, 
deprest fracture of both tables of the frontal, the depression being 
more than one inch deep. The boy died next day of septic infection. 

Case 5. J. W., boy, 12 years, was struck near parieto-occipital 
suture by rock thrown by playmate. Epilepsy developt two years 
later, for which I trephined. Thickening of internal table correspond- 
ing to site of injury was found. There has been no return of the 
epilepsy now in eight years. 

Case 6. B.R., male, 24 years, was struck on head with garden 
hoe when a small boy. Injury was deemed insignificant, but epilepsy 
arose at his 17th year. A large button was removed at site of in- 
jury. A week later he had two or three convulsions, but has had 
nae eee eight years. Depression of the inner table was 
ound, 

Case 7. M. T., male, 27 years, was struck on head near the left 
parieto-frontal suture by a stick. Insanity developt in a few months, 
which continued three years; so severe as to necessitate incarceration 
in an asylum, from which he was releast for operation. Depression 
of the inner table (with slight depression of the outer) was found. 
He recovered completely, and to-day holds a responsible position. 

Case 8. O. K., age 45, struck on head by falling brick. He 
developt insanity in a few days. He was completely relieved by 
trephining, tho no intracranial changes were found to account for 
the insanity. 

_Case 9. C. B., girl, 8 years, fell from second-story window, 
striking her left parietal on brick pavement. A large hematoma de- 
velopt in a few minutes, which made it difficult to discover the frac- 
ture by palpation. Pulse, respiration and pupils were perfectly nor- 
mal; there was no paralysis nor paresis. She vomited once, one 
hour after accident. Realizing that such a fall could hardly occur 
without fracture of the skull, I cut down, turning out the hema- 
toma and disclosing a fracture starting near the interparietal suture 
and extending beyond sight at the base of the skull; from the middle 
of this there extended another fracture upward and outward into the 
parietal. Thru the opening projected contused dura mater. It was 
impossible to bring the pieces of bone into correct apposition, so an 


* Abstract of paper tead before the Tri-State Medical Society, April 3, 1900. 


oblong piece of the parietal was cut away with rongeurs. She made 
a perfect recovery. 

Case 10. W. K., boy, 13 years, knockt down by a mule drawing 
a small coal car, which ran over him. A bolt which extended thru 
the axle of the car_penetrated the skull. Hemorrhage was slow, but 
constant. Four hours later his hair was found matted with blood 
and dirt, with brain substance the size of my thumb projecting thru; 
but there were absolutely no symptoms of head injury present; the 
pulse was 80, respiration and temperature normal, no paralysis, and 
no vomiting. I shaved his head and washt it as well as possible. On 
raising the scalp a stellate fracture was revealed, with bone driven 
thru the dura into the brain more than an inch. Fully an ounce of 
blood-clot and brain-tissue were removed; the membranes could 
not be brought together. The wound was drained by catgut strands. 
I thought the boy would die of sepsis; he was out playing marbles 
in three days, and made an uneventful recovery. 

Prominent points are: the severe symptoms of the first two 
apparently simple cases, and the almost total absence of symptoms 
in the last two of great injury. 

While no invariable rules can be laid down for the treatment 
of head injuries, it is safe to say that where a fracture of the vault 
can be diagnosticated operation is indicated without waiting for brain 
symptome to show themselves. On the other hand, while we are 
not justified in operating on all suspicious cases of head injury they 
should invariably be kept under the constant observation of a com- 
petent physician or surgeon, and operation performed as soon as any 
brain symptoms arise. 


VAGINAL HYSTERECTOMY—225 CONSECUTIVE CASES— 
FOUR DEATHS.* 


BY BYRON ROBINSON, B. S., M. D., CHICAGO, ILL. 
Professor in the Chicago School of Abdominal Surgery, and Professor of Gyne- 
cology in Harvey Medical College. 


The idea of removing the uterus thru the vagina originated with 
Soranus, a Roman obstetrician, in the reign of the Emperor Hadrian 
(117-138). All of the early operations were done for prolapse and 
inversion of the uterus, and doubtless the uterus hanging between 
the limbs suggested the idea of Soranus. Berengarius, of Bologna, 
in 1507, gave a description of a removal of the uterus thru the vagina. 
Schenck, in 1617, reports cases where the uterus was removed thru 
the vagina, in whole or in part, chiefly by midwives or ignorant per- 
sons. In 1792 Laumonier is reported to have removed the uterus after 
applying a ligature to it. It was doubtless prolaspst. Reports may 
be found thru the literature from 1700 onwards, where the uterus in 
whole or in part was removed thru the vagina by persons ignorant of 
the anatomy or pathology or the gravity of the operation. 

Dr. Senn reports (among others) a case by Johnson, in 1819, 
where for chronic inversion Johnson tied a silk ligature around the 
inverted uterus and tightened the ligature daily until the twelfth day, 
when the ligature had almost cut thru, and he amputated the re- 
mainder of the uterus. The patient ultimately recovered. Weber 
ligated an inverted uterus, and the distal portion slought off in eight 
days. Before 1800 the uterus, in whole or in part, had been fre- 
quently removed by ligature or the knife—in nearly all cases for 
some form of prolapse or inversion. 

Vaginal hysterectomy was performed by Sautier, of Constance, 
in 1822, and again by Recamier in 1829. For the half century follow- 
ing 1829 many failures only kept it in the background, except for can- 
cer. With the advent of antiseptic surgery vaginal hysterectomy 
was revived in the publications of Czerney, as noted by Dunn, in a 
Vienna medical journal. From 1880 to 1885 the vaginal hysterectomy 
gained ground by the labors of Pean, Terrier and Richelot. How- 
ever, before 1880, it was an attractive curiosity for a non-French 
physician to see Pean do a vaginal hysterectomy. In 1888 a famous 
discussion occurred in the Surgigal Society of Paris, in which 
Verneuil, a surgeon of wide renown, vehemently opposed vaginal 
hysterectomy and placed in its stead the ecraseur. The real history 
of the progress of vaginal hysterectomy dates from the violent dis- 
cussions which occurred in the Paris Surgical Society in 1888 and 
1891, when the procedure was strenuously opposed by Verneuil and 
favored by Richelot, Bouilly, Terrier, Pean and Segond. Modern 
hysterectomy is the result of a long and tedious process of eliminat- 
ing faulty surgery. ‘However, the best surgery is built upon its 
faults. The Germans, led on by the French, devised and perfected 
a technic for vaginal hysterectomy which has slowly grown into gen- 
eral favor. The chief rule governing the vaginal hysterectomy de- 
velopt by the Germans was that the uterus must be quite movable. 
so that it could be drawn down to the vulva. But vast numbers of 
the uteri which need extirpation are absolutely immovable. At pres- 
ent we can remove any uterus per vaginam, fixt or movable, if it be 
in the lesser pelvis. 


* Read by title at the Tri-State Medical Society, April 4, 1900. 
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To the celebrated French surgeon, Pean, is due the credit of 
first putting into practice the idea of removing a fixt uterus. This 
was a bold action, but Pean succeeded. It was thought the mortality 
from such an operation would be so great that it would be aban- 
doned. Thus, step by step, since Langenbeck (1813) definitely de- 
vised and executed a plan to remove the carcinomatous uterus, until! 
the -perfection of modern technic, vaginal hysterectomy had slowly 
but certainly grown into favor. All useful surgical operations have 
long periods of growth. They require time to develop, whence con- 
flicting opinions may subside. All the errors of the operation must 
be so far as possible eliminated. In fact, the surgical success of 
any operation must be built on its faults. Advances of surgery 
have been the results of hosts of laborers, altho a few fortunate 
individuals have utilized the products by some successful step or 
modification, producing more or less of a surgical epoch. Markt 
progressive epochs in surgery are generally the repetition of some 
old view modified. This is especially true in hysterectomy, but par- 
ticularly of vaginal hysterectomy, which for centuries has been con- 
sidered, tried and retried with failure and success, but, owing to 
lack of technic and proper instruments, was practically abandoned, 
to be renewed with invention of vaginal specula and traction foreeps. 

At the beginning of the present century physicians began the 
invention of two instruments requisite for gynecologic operation, 
viz.: specula and traction forceps. I have heard the venerable Karl 
Braun, who sat in the gynecologic chair of Vienna school for 40 
years, say, “Gynecology began when Sims bent his spoon and pulled 
back the perineum.” But this view must be considered only an an- 
nouncement of a distinct epoch of progress, for gynecology began 
to advance when (a) hysterectomy was started, (b) when vaginal 
specula were first invented, (c) when traction forceps were first in- 
troduced; all three subjects were of slow development, and continued 
over centuries. 

In 1812 Paletta first removed the entire carcinomatous uterus 
per vaginam,- But it was not a definitely-planned operation, tho he 
found he had removed the whole organ by subsequent examination. 
The patient died on the third day. At the beginning of 1800 
Osiander, a renowned surgeon of Gceettingen, popularized the use of 
vaginal specula, and introduced curved scissors (according to Senn). 
Osiander devised traction forceps by inserting sutures into the 
uterine tissue, and in this method was able to control the uterus. In 
1813 Langenbeck, of Geettingen, first definitely planned and removed 
the carcinomatous uterus per vaginam. Langenbeck’s patient lived 
twenty-six years after the operation, and when she died Dr. Neuber 
performed a post-mortem on her body. Dr. Neuber found the uterus 
absent and no recurrence of the carcinoma. 

In the past the uterus was removed only for myomata and malig- 
nant disease. In recent years the uterus is being removed for 
bilateral diseases of the appendages, myometritis, endometritis, puer- 
peral sepsis, for deficient development, inversion of the uterus, genital 
tuberculosis, and for so-called “hystero-epilepsy.” The justification 
of hysterectomy in any given case must rest on present recognized 
pathologic processes and remote consequences. 


DANGERS. 


The dangers of vaginal hysterectomy are: 1. Sepsis. 2. Hemor- 
rhage. 3. Fistula (intestinal, vesical uretral, peritoneal). 4. Vagi- 
nal hernia (omental). 5. Shock. 6, Adhesions (peritoneal, vis- 
ceral). 7. One per cent plus mortality (author). 

RESULTS OF VAGINAL HYSTERECTOMY. 

1. Immediately: (a) Relief of pain; (b) relief from pathologic 
organs (c) relief of infection; (d) check of growth of malignant 
disease; (¢) the peritoneum is little soiled; (f) slight shock; (g) 
low mortality; (4) perfect drainage; (i) rapid recovery; (/) ster- 
ility; (Rk) possible fistula. 

2. Remote: (a) Early menopause; (b) accumulation of fat; 
(c) vaginal hernia; (d) possible fistula; (¢) no fistula from ligature; 
(f) a smooth menopause; (g) slight atrophy of the vulva and 
vagina; (/) growth of hair (exacerbated); (7) absorption of 
peritoneal aahesions. 

We have, subsequent to vaginal hysterectomy, performed ab- 
dominal section, and found no disturbed relation of the bladder. 
rectum and sigmoid, and should they be disturbed in relations it will 
doubtless be due to adhesions previous to the operation. In vaginal 
hysterectomy the vagina is first lengthened and then shortened. 

The results of removal of the oviducts and ovaries in our prac- 
tice has been that of 10 per cent of cases returned for advice, treat- 
ment or second operation. 


VAGINAL OPERATION FOR MYOMA. 


The indications for removal. of a myoma are always relative. 
If the tumor be small, if it is multinodular variety, i.¢e., a tumor of 
menstrual life, giving rise to no, or only slight, symptoms, and if it 
be of slow growth the tumor may be simply watcht, especially if 
she be of some 38 years of age. If the tumor be of soft edematous 


variety, which has no regard for age. it should be removed at once. 
Perhaps a large majority ot uterine myomata require no surgical inter- 
ference, for some 45 per cent of women possess myomata at the age 
of 50 years. When surgical interference is demanded for myomata 
it is hysterectomy of the lesser pelvis. Salpingoophorectomy should 
be abandoned unless also the uterine artery be ligated down to the 
neck of the uterus, as advocated by the author. 

Women in the active period of menstrual life who possess 
myomata are very prone to salpingitis and recurrent pelvic peritonitis. 
Experienced operators expect to meet this condition, and it compli- 
cates and endangers the surgical procedure. For this very reason 
hysterectomy is the reasonable plan, for the infection or inflammation 
first invades the uterine cavity and the endometrium remains in gen- 
eral permanently damaged. The uterine wall subsequently becomes 
invaded by inflammatory products, and remains forever crippled. 
The uterine wall, after infectious invasion, is more liable to gain 
former integrity than the oviducal. A uterus without oviducts and 
ovaries is useless. At the time of the removal of the oviducts and 
ovaries it may be diseased or it may become the seat of disease. It 
may become infected, inflamed and painful, which it frequently does. 
It may become the source of discharge and hemorrhage. From it 
may emanate infection or pain, which makes the subject a miserable 
invalid. Endometritis and metritis may and do arise after the 
oviducts and ovaries have been removed. From the amputated stump 
and ligature of the oviduct I have repeatedly observed local attacks 
of peritonitis, rendering the subject miserable. The infection may 
pass from the uterus not only by way of the remnants of the oviduct, 
but by way of the blood and lymph vessels. I have repeatedly 
operated for the removal of the uterus subsequent to the removal 
of the oviducts and ovaries. From our experience, embracing sev- 
eral hundred laparotomies, 10 per cent of the cases return for treat- 
ment subsequent to removal of the oviducts and ovaries. Since 
endometritis and metritis are the most frequent of all gynecologic 
diseases it would appear to be wise to remove the uterus with the 
oviducts and ovaries to prevent further chances for inflammation, 
discharge, hemorrhage or pain. 

The endometrium is a glandular or lymphatic organ peculiarly 
susceptible to infection, especially if it retain its menstrual rhythm, 
which it often does subsequent to removal of the oviducts and 
ovaries; for which reason the uterus should be removed with the 
bilaterally diseased organs. In old, chronic, recurrent forms of sup- 
purating disease, where the oviducts and ovaries are hopelessly de- 
stroyed, the uterus should be removed with them if the condition of 
the patient does not contra-indicate it. The uterus does not need 
removal merely because it is a useless or superfluous organ without 
oviducts and ovaries, or because it can be removed with but little 
danger to life, but because it is diseased and its retention will in- 
duce pain and prolong disturbances of the artificial menopause. Jn 
my experience the artificial menopause is much smoother in hyste- 
rectomy than in removal of the oviducts and cvaries or part of the 
genital apparatus. Besides, the retained uterus may become the 
source of pain, of hemorrhage or discharges. It may become re- 
infected by gonococcus or pus microbes. Carcinoma may develop in 
it. In bilateral diseases which disorganize, the uterus is nearly al- 
ways in a condition of hypertrophy, of hyperplasia. Its walls are 
liable to contain plastic exudates, infective microbes and conditions 
which allow painful exacerbations. Again, its endometrium may be- 
come the seat of Noeggerath’s “latent gonorrhea,” which means (in 
my opinion) that the endometrium has harbored the gonococcus so 
long that it has become used to the germs. The gonococcus, like 
the tubercular bacillus, is an everlasting germ. The uterus thus has 
become the habitat of certain vegetations which are inert so long 
as they are not disturbed by exacerbations or not planted in a new 
soil. If the oviducts and ovaries be removed for suppurative dis- 
ease, the uterus and adjacent organs are very liable to contract 
subsequent adhesions, which induce pain. Nearly always disease 
of the oviducts and ovaries begins in the uterus, and therefore the 
uterus is thoroly saturated with pyogenic infection before the oviducts 
and ovaries are diseased. Hence the uterus, being the first chain in 
the pathology of bilateral disease, should be sacrificed. Hysterectomy 
is indicated in diseases which induce pain, menace life, or render it 
miserable. 


The risk of anesthesia and operation demand not only that the 
patient recover, but she must get well. The burden of some operative 
or pathologic defect will and should not be tolerated. We must 
secure cure. Symptomatic cures are insufficient. In regard to in- 
testinal fistulae, they are likely to exist before operation, and may 
be closed or open at the time of operation: They are generally pas- 
sages which connect the bowel with the purulent collection; in tear- 
ing away the diseased genitals the open passage may remain patent 
or the plug of tissue which closed it may be torn away, renewing 
the old fistula. I think one of our cases had a recent fistula reopened 
(or nearly so; that its fragile walls ruptured on the second day after 
the operation). If the original fistula be large, with well-organized 
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walls, removal of the purulent collection will be insufficient to cure 
it. This factor is one of the dangers in vaginal hysterectomy for 
old chronic purulent salpingitis. It would be difficult to close an 
intestinal fistula in vaginal hysterectomy when the intestines are 
fixt in adhesions. But nearly every intestinal fistula which I have 
observed (indeed all save two) following vaginal hysterectomy has 
closed spontaneously. i 

If the genitals are in such solid adhesions as to be immovable 
recurrent complications are rare. In such cases the mucosa is gen- 
erally destroyed and functionless. In cases of acute pyosalpinx the 
vaginal incision and drainage may be sufficient for immediate re- 
sults, but it is doubtful if ultimately satisfactory. The reasons that 
women do not get well after suprapubic operations are generally (a) 
persistent adhesions; (b) persistent fistula; (c) pathologic remains 
of organs as foci of infection, such as the uterus or oviducts; rem- 
nants of secreting mucosa; infected lymphatics and ligatures. If 
no infectious focus be left masses of exudates will frequently dis- 
appear. An historical conversation of forty years ago is still sig- 
nificant. In 1857 Baker Brown helped Sir Spencer Wells in one of 
his first ovariotomies, tho Baker Brown himself advised against it. 
The woman died, and Baker Brown remarkt to Wells, “It’s the peri- 
tonitis that beat us.” The same is true to-day; every one’ of our 
deaths in vaginal hysterectomy was due to peritoneal sepsis. 


THE TECHNIC OF VAGINAL HYSTERECTOMY. 


The technic here described and recommended by Dr. Lucy Waite 
and myself was acquired by the practice of several hundred vaginal 
hysterectomies. 

Prepare the patient three to five days (better a week) by secur- 
ing (a) at least a dozen stools—until yellow bile glistens in them; 
using either calomel or Epsom salt. This drains the tractus intes- 
tinalis and its appendages. (b) Order the patient to drink two to 
four pints of hot water daily for three to five days. This drains 
the kidneys and flushes the system. (c) Scrub the skin daily for 
three to five days with warm salt water. This drains the skin. With 
bowel, kidneys and skin thoroly drained the physique is at its high- 
est point of resistance. Anesthetize, after which carefully disinfect 
the vulva and vagina. 

Seize the cervix with a double-pronged traction forceps, and 
draw it distalwards into the vulva. (If the vulva be narrow dilate or 
raise it.) Test the location of the bladder on the cervix with a sound 
in the bladder. With a knife or scissors make a circular incision 
thru the vagina on the cervix. Free the cervix from the bladder, 
rectum and lateral regions by the finger or blunt instruments. Open 
the peritoneum anterior and posterior to the uterus. This frees the 
bladder and rectum from the uterus. Cut the two sacro-uterine liga- 
ments at the junction with the cervix. This allows the uterus to be 
drawn distalward, giving space to work. Isolate the uterine artery 
on each side by forcing laterally with the index finger the con- 
nective tissue of the broad ligament. Force the index finger proximal 
to the uterine artery thru the broad ligament from the posterior to 
the anterior surface. Ligate the uterine artery with small-sized 
formaline catgut, place a clamp on the artery distal to the ligature. 
and, with the scissors, incise the artery between the forceps and the 
uterus, after which remove the clamp. Gradually force the connec- 
tive tissue away from the uterus as it is drawn distally by the trac- 
ticn forceps. When the oviducts are within palpation isolate and 
tie the ovarian artery with fine, hard formaline catgut, and clamp, 
sever and remove the forceps. Never remove an ovary or oviduct if 
it can be avoided. Suture the stumps into the proximal end of the 
vagina for control, and also the peritoneum, especially of the anterior 
portion, to the proximal end of the anterior vaginal wall. Introduce 
a small sterilized gauze drain thru the vagina into the peritoneal 
cavity for 24 to 40 hours. : 

It is well to check all hemorrhage before allowing the patient 
to awake. The small artery liable to bleed is the cervico-vaginal 
branch, which frequently escapes the ligature of the uterine artery. 

If the uterus be large, e. g., metritic, it is divided in the middle 
(bisected with scissors), whence its halves are easily manipulated. If 
the uterus be fixt it is gradually cleaved from its bed. If still im- 
mobile the uterine arteries are ligated or clampt in situ and the uterus 
removed by fragments. If the uterus be myomatous it is bisected, a 
traction forceps placed on each bilateral half, and fragments or 
wedges of the tumor or uterus are removed from the center con- 
tinually, until the uterus is a shell or collapses. whence it can be 
more and more drawn distally by the traction forceps, so that the 
arteries may be secured and ligated. In multinodular myomata it is 
frequently convenient to enucleate one nodule after another, as they 
become accessible, when, finally, the uterus collapses and follows the 
traction forceps into the vulva. 

The great principle to remember in the technic of vaginal hys- 
terectomy is to persist in constant and vigorous use of the traction 
forceps, which gradually forces the parts distally, whence they may be 
palpated, inspected, and surgically treated. 


The parts in constant danger of trauma are the bladder, rec- 
tum, ureters, sigmoid, enteron and, occasionally, the cecum. Occa- 
sionally it will be found convenient to deliver the uterus by rotating 
it anterior or posterior on its transverse cervical axis. However, 
this can mostly be avoided by tearing the broad ligaments close to 
the lateral uterine margin, proximalward as iar as the uterine en- 
trance of the oviducts. 


OBJECTIONS TO CLAMPs. 


The objections to clamps are: (a) They cause pain; (b) they 
produce sloughing on the stumps; (c) they infect the wound; (d) 
they hold asunder the pubic and sacral segment of the pelvic floor; 
and (e) they slip or break. Ligatures only slip or infect. 


LEAVING TUBES AND OVARIES. 


More and more the author is leaving oviducts and ovaries in 
situ. If the oviducts are in a condition of pyosalpinx they are 
thoroly perforated and drained. If the ovaries are diseased, a 
healthy portion is sought and saved. Jé the ovaries are cystic the 
cysts are incised and evacuated. The ovary, the central essential 
sexual organ of woman, should not be sacrificed in whole or in part 
except under necessity, such as malignancy. The uterus and oviducts 
are the appendages of the ovary. With the uterus removed a per- 
forated pyosalpinx recovers, as we have observed in numerous cases, 
and in such cases in which subsequent laparotomy proved it. 

A subject possessing intact broad-ligaments, oviducts and ovaries 
is practically not so erroneously damaged in the nerve and circulatory 
apparatus of the genitals. Her menopause is not precipitate, fat ac- 
cumulations and hair growths are not so markt. The whole ovarian 
nerve plexus and vascular supply is intact, and that part of the 
hypogastric plexus which passes into the broad ligament is also in- 
tact. The ovary, a closed gland, required for the internal secretion 
and its nerve influence, should not be removed whenever possible to 
save it. 

AFTER TREATMENT. 


Three hours after the operation, hot fluid, one-half ounce per hour, 
may be given if no nausea exists; second day, one and one-half ounce 
per hour, and the third day two to three ounces of hot fluid per hour. 
For pain we give one-sixteenth grain sulphate of morphine once to 
three times. Hot cornmeal poultices relieve pain the most satisfactor- 
ily. On the second and third day a low vaginal douche of one pint 
may be given and repeated subsequently twice daily. 

A patient subjected to vaginal hysterectomy should not sit up 
before the twenty-first day, and it is better for the patient that she 
should lie in bed for four weeks, as the vaginal wound is often not 
healed for four weeks. 

A vaginal hysterectomy patient may assume, twelve hours subse- 
quent to the operation, such various positions in bed as she may 
desire. 

CAUSES OF DEATH. 


The four deaths in these 225 cases were as follows: (a) Mrs. 
A., with a sloughing intrauterine myoma, died from peritonitis; (b) 
Mrs. B. was a patient who had a pyosalpinx. The abscess was in- 
cised per vaginam a short time before she was brought to me by Dr. 
Albert Martin. It appeared that she had a rectal communication 
with the pyosalpinx. In performing vaginal hysterectomy doubtless 
I reopened the old rectal fistula, as she died of violent peritonitis 
about the third day. (c) Mrs. C. had been treated for tuberculosis 
of the tractus intestinalis for eighteen months. She came to me 
and I found an ovarian tumor about the size of a cocoanut. As she 
had suffered for ten years of severe dysmenorrhea and had an 
acutely atrophied uterus, I removed the uterus and ovarian tumor 
per vaginam. Her course went perfectly smooth until the third 
day, when a sudden pain attackt her in the abdomen and she died 
from peritonitis on the sixth day. The vaginal wound was as per- 
fect as when performed. This was no doubt an instance of perfora- 
tion from tuberculous ulcer. So far as I know it had nothing 
to do with the operation. (d) Mrs. D., colored, had a myoma about 
the size of an apple, with recovered pyosalpinx on one side. My as- 
sistant operated, rupturing the uterine artery, and it was some time 
before the artery was caught. ‘ The assistant persisted in attempting 
to do this operation (as the case belonged to her) for perhaps forty- 
five minutes, when I announced that I should either finish the 
operation myself or leave the case immediately. I finisht the opera- 
tion, but I think the assistant tore a hole in the bowel, as the woman 
died of sepsis in about six days. This case was performed in a 
private house. 

Three of these deaths are absolutely attributable to the opera- 
tion. The fourth death was an accident, having nothing to do with 
the operation.’ This series of over 200 cases should be a 1% per cent 
death rate. 
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DISASTERS. 


The disasters in this series of vaginal hysterectomy are few, 
beyond the four fatal cases. Three intestinal fistula occurred. Two 
of these healed rapidly after the operation. A third fistula oc- 
curred in a carcinoma case one week after the hysterecomy, which 
is still unhealed (several months). Hence, only one intestinal fistula 
(carcinomatous) at present exists in this series. 

Three accidents occurred to the bladder. In one case the blad- 
der was torn where the ureters enters the bladder; this occurred 
eighteen months ago in an operation by one of my assistants. Two 
operations and many cauterizations have so far failed to heal it, 
and it still (eighteen months) exists, about the size of a pin located 
in the wall of the bladder where the ureter penetrates the bladder 
mucosa. Another case occurred in the bladder of a carcinomatous 
case, but it healed in a week. The third case was a carcinomatous 
case, in which a fistula-arose in the bladder about ten days after the 
operation and is still unhealed. 


ADVANTAGES OF VAGINAL ROUTE. 


In fact, where by careful practice one can become capable of 
dealing with pelvic disease just as satisfactorily per vaginam as per 
abdomen, very cogent and logical reasons will be required for a 
patient to submit to the more dangerous abdominal incision. I am 
now speaking from personal experience of over 225 consecutive vagi- 
nal hysterectomies and several times that many abdominal sections. In 
short, I was compelled to admit that it requires about as much time 
and skill to become proficient in vaginal hysterectomy as it does in 
abdominal hysterectomy. After operations per vaginam on the pelvic 
organs patients suffer little pain, assume any position in bed, are 
quite free from vesical trouble; in short, the pelvic organs may be 
explored, palpated, inspected and wholly or partially removed with 
a considerable satisfaction, to both patient and operator. The sim- 
plicity of vaginal operations, the facility of the methods offer for 
the most radical or the most conservative surgical interference, the 
comfort and. safety of the patient. The perfection and completeness 
of the operation, immediate or remote, recommends itself to any 
thinking gynecologist. It must be remembered that experience alone 
will procure confidence in vaginal surgery, and the executive facility 
is derived alone from continual practice. 

Two matters must always be held in mind in a vaginal operation, 
viz.: (a) the bisection of the uterus; (b) the continual removal of 
segments of a tumor from the center by the aid of traction forceps 
and scissors. It makes the uterus a shell, so that it will collapse. 
Both these procedures facilitate progress by lessening the size of the 
tumor and drawing it distalward, in order to attack. By cutting seg- 
ments out of the center of the tumor the uterine vessels and ad- 
jacent viscera, bladder, uterus, loops of colon or enteron are not 
endangered. A traction forcep is placed on each segment of the 
bisected uterus, the assistants drawing distalward and lateralward, 
while the operator attacks the center of the tumor. 

Vaginal operation on the pelvic organs is the ideal method, as it 
follows nature itself. For example, during the progress of inflam- 
matory processes (peritonitis) in the pelvis, the peritonitis starts in 
the colonic or pelvic region, the benign area of peritonitis. The in- 
fection leaks out of the proximal ends of the oviduct, where nature 
attempted to circumscribe the inflammatory process (peritonitis) be- 
fore it reaches the enteron, the dangerous area of peritonitis. Now, 
the operation per vaginam attempts to reach the diseased pelvic 
organs thru the benign area of peritonitis and not thru the enteronic 
region by abdominal incision, The pelvic operation per vaginam fre- 
quently does not break up the existing peritoneal. barriers between 
the pelvis and enteronic area, which is the ideal method to save life. 
Besides the peritoneal adhesions disappear when the septic focus, 
the infecting atrium, 7. ¢., the proximal end of the oviducts, is either 
removed or its function is checkt by hysterectomy. It is the opinion 
of the author that Mr. Lawson Tait began at the wrong end of the 
genitals. He began at the ovaries, but he should have begun at the 
uterus. He was my master and I was his pupil. I admit he was a 
great genius with indefatigable energy, and we all deplore his un- 
timely death. His like will not be soon seen again. Years ago he 
began to be dissatisfied with not only the removal of the ovaries and 
the oviducts, but also with the nomenclature. In the first place the 
ovary is not an appendage of the uterus. The ovary is the central 
sexual organ of woman, and should only be removed for grave condi- 
tions. The ovary is almost as constant as the brain. The uterus and 
oviducts are appendages of the ovary. Vaginal hysterectomy is the 
operation par excellence by which the operator can leave not only 
both ovaries intact, but also the dviduct and broad ligaments, with 
their nerves, avoiding radical or precipitated changes in the nervous 
and menstrual life. 

The dangers to adjacent viscera are less in vaginal hysterectomy 
than in abdominal hysterectomy, as it is the rule for wounded ad- 
jacent viscera to heal spontaneously when accompanied by adequate 
drainage. Several years of practice, including several hundred cases, 


are required by both the abdominal and vaginal routes before any 
surgeon’s testimony is worthy of consideration. 

The methods of technic in each route require careful perfection 
and the judgment of the surgeon requires maturing as to proper 
selection of cases. The elegance and rapidity of the abdominal re- 
moval of myoma may compare highly. with the tedious and awkward 
appearance of the vaginal removal of the same. But surgery must 
be measured by its results. Gynecologic surgery is amply advanced 
to calculate on immediate and remote results. After hundreds of 
operations per vaginam, and a much greater number per. abdomen, 
I hold without hesitation that the prognosis of operations per vagi- 
nam is essentially better in immediate and remote results. To-my 
mind the peculiar anatomy of the pelvic segments explains at once 
the reason why the result of the vaginal hysterectomy with clamp 
or ligature is essentially the same. One of the greatest principles 
to learn in vaginal hysterectomy is that the uterus can be drawn with- 
out the vulva by traction forceps without rupture of its vessels. It 
is well to remember that the uterine vessels are tortuous and amply 
long to accommodate not only wide range of proximal movements, 
but also a wide range of distal movements. In multinodular myoma, 
when the uterus is too large for the traction forceps to draw thru 
the vulva, it is well to attempt to enucleate one at a time, but the 
essential technic consists in traction forceps holding the two lateral 
walls of the uterus firmly distalward while the operator gradually 
splits the uterus sagitally and secures fragment after fragment out 
of the center, anterior and posterior wall. In large myomata I some- 
times attempt to extirpate one-half of the uterus and tumor, but in 
general this is not so practical as to persistently attack the center 
and remove ‘“‘wedges.” In all this fragmenting of the tumor hemor- 
rhage gives little trouble, because no large vessels course in the 
median line of the uterus. A very safe and practical method in large 
tumors is to attempt to ligate one or both uterine arteries, after 
which one can advance more vigorously with the traction forceps 
and hemorrhage does not check progress. If one can not reach the 
uterine arteries in order to ligate them it is often advantageous to 
apply a short strong forcipressure forceps, after which sever with 
scissors the arteries between forceps and uterus. From careful origi- 
nal dissection 1 thought for a time that by drainage and fixing the 
ligamentum latum into the wound in the proximal end of the vagina 
it would prevent vaginal (sacro-pubic) hernia, but the past two 
years has changed my mind to some extent from (a) laparotomies 
subsequent to vaginal hysterectomies, demonstrating that ovaries 
atid oviducts existed absolutely free from the proximal end of the 
vagina, but no vaginal (sacro-pubic) hernia existed, and also that 
normal relations of bladder andrectum still existed; (b) also that 
further dissections on the structures of the pelvic floor has fully 
convinced me that what prevents vaginal (sacro-pubic) hernia is the 
arrangements of the pubic and sacral segments or valves. The uterus 
is delivered per vaginam by elevating the pubic segment of the pelvic 
floor and by depressing the sacral segment of the pelvic floor. After 
the uterus (passenger) has past between the segments or valves of 
the pelvic floor they close down similar to that following labor. 
Hence, (a) pelvic dissection, (b) experience in cases, (c) and 
laparotomy subsequent to vaginal hysterectomy has induced me to 
avoid fixing the ligamentum latum with clamps in the proximal vag- 
inal wound, and also it has induced me to use catgut, since with cat- 
gut no sloughing of tissue-stumps or subsequent interference with 
or treatment of ligatures are required. But it must be remembered 
that the use of catgut in the ligation of the uterine and ovarian 
arteries will show temporary infection in perhaps 25 per cent of 
cases. The uterine and ovarian arteries should be isolated before 
ligation. With ligatures and drainage the recovering after vaginal 
hysterectomy is practically similar to that of labor. Forcipressure 
forceps are accompanied with considerable pain from dragging pres- 
sure on adjacent structures. However, Dr. Lucy Waite and the 
writer found that the chief pain was due to the forceps on the 
ovarian artery, perhaps thru dragging; hence, long ago we omitted 
forceps on the ovarian artery and substituted catgut ligature. Some 
years ago I sutured the peritoneum to the vaginal wound, but soon 
abandoned it, and now place a gauze (not iodoform) drain in the 
vaginal wound, removing it on the third or fourth day if forceps be 
employed on the uterine arteries. If no forceps be employed the 
gauze may be removed in twenty-four to forty hours. 

In non-myomatous, especially -multiparous cases, in order, to 
draw the uterus to the vulva the sacro-uterine ligaments require 
severing. In old, chronic cases with absolutely fixt uterus the uterine 
arteries may be ligated in situ and the uterus removed in fragments 
from the center. When no forceps are employed the stumps of the 
uterine and ovarian arteries should be fixt in the wound with hard, 
small, formaline catgut. This act aids the stumps to grow in the 
vaginal wound and subsequently the retraction of the stumps and 
ligamentum latum, which will draw the proximal end of the vagina 
proximalward. Also, should accidental slipping of the ligature occur 
the stump would be within range of control. A rule which Dr. Lucy 
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Waite and the writer have generally adopted is that the tumor which 
cannot be easily forced distally thru the pelvic brim should not be 
operated per vaginam. 

However, the operation which has shown the best prognosis in 
large abdominal myomata has been first to free the cervix and ligate 
the uterine arteries per vaginam, and then to remove the uterus 
per abdomen. In such operations it can be performed rapidly, shock 
is slight and drainage is ideal: 7. ¢., vaginal. 

The reason the uterine and ovarian arteries are so seldom 
ruptured in the vigorous use of the traction forceps is because the 
myomatous growth stimulates the four genital arteries to a spiral, 
elongated condition, and besides the growths unfold the ligamentum 
latum so that the structures yield to traction. If the arteries rup- 
ture, and one can not secure them rapidly, the abdomen should be 
opened; however, we have never had to do this in several hundred 
vaginal hysterectomies. 

The writer wishes to be distinctly understood as holding that 
the uterus is not a superfluous organ, and the day of gynecology 
has arrived when all possible portions of the uterus, oviducts and 
ovaries must be preserved. This paper does not deal with the sub- 
ject of myometomy per vaginam, except to state that it is per- 
fectly feasible and it is especially indicated in the “bleeding myoma,” 
whence it can generally be enucleated. Every uterine myoma should 
be removed for (a) excessive hemorrhage, (b) pressure symptoms, 
(c) degeneration, (d) for reflex symptoms on other systems of 
viscera, and (e) for ‘pain. 

SUMMARY. 

Vaginal hysterectomy may be limited by the capacity of the 
tumor passing freely the pelvic brim. All tumors which lie in the 
lesser pelvis are proper subjects for vaginal operations. Myomata 
much larger than will pass the pelvic brim can be extirpated per 
vaginam because such tumors grew by unfolding the ligamentum 
latum; said extirpation can be performed by continually fragment- 
ing the tumor from the center. It is like reduction of a dislocation— 
return it by the route thru which it escaped. The development 
of the genital tumor prepared the genital arteries, the uterus, ovaries 
and oviducts to aid thoroly, elongation, which enables the operator 
to safely stretch these. The gynecologist who frequently performs 
celiotomy by the abdominal method prefers the abdominal route from 
ease and facility of rapid execution. But such grounds are insuf- 
ficient when the advantages and safety and subsequent utility to the 
patient preponderates in vaginal celiotomy. The limitations of 
vaginal hysterectomy depend on the relation of the size of the lesser 
bony pelvis to the tumor, and not on the relations of the size of the 
vagina and vulva to the tumor. Naturally it is more convenient to 
perform vaginal hysterectomy in multipara, but also the vagina of 
nullipara can be distended or incised to accommodate the size of the 
extirpating tumor with but slight danger or remote damage to the 
subject. It may be claimed that tho one fail in vaginal hysterectomy 
and be compelled to resort to suprapubic incision on account of the 
size of the tumor, yet the surgical interference thru the vagina will 
facilitate and enable rapid execution while working in the dangerous 
area of the enteron. 

In vaginal hysterectomy the vascular apparatus, which the author 
terms the utero-ovarian vascular circle, demands especial attenticn 
from one-half of the circle being spiral and hence capable of vast 
elongation. This vascular circle is of greater clinical significance 
than the circle of Willis or of Huschke. (a) It has the capacity to 
accommodate itself to a wide range of visceral motion, as in preg- 
nancy, sacro-pubic hernia (prolapse), and in uterine myoma. (b) 
The utero-ovarian vascular circle fortunately allows extensive proxi- 
mal and distal movements of the uterus and oviducts. It will allow 
the uterus to be drawn by traction forceps distally external to the 
vulva, where the uterine artery may be ligated in situ. Even the 
ovarian artery will sometimes allow ligation external to the vulva. 
(c) The utero-ovarian vascular circle develops in size, length and 
spiral state, in uterine myomata, similarly as it does in pregnancy; 
hence in vaginal hysterectomy for myomata the operator can force 
the uterus thru a wide range of territory and movements while the 
fragments of the tumor are removed from its center. Experience 
dictates the procedure in vaginal hysterectomy, whether the uterus be 
moveable, adherent or myomatous. A good suggestion in vaginal 
hysterectomy for uterine myomata is to so fragment the tumor from 
the center that the uterus remains a mere shell. Whether one ligates 
or clamps the uterine and ovarian arteries they should be isolated and 


ligated separately. 
(To Be Continued.) 


Dr. D. C. Brockman, of Ottumwa, Iowa, in Western Medical 
Review, of March 15, 1900, reports four cases of odphorectomy in 
which he thinks hysteria and insanity were relieved by the operation 
rather than by the enforced rest and internal medication. He be- 
lieves the conservatism of alienists and neurologists in regard to this 
operation for such cases is not altogether justifiable. 


A CASE OF DOUBLE VAGINA AND DOUBLE UTERUS— 
_ FOUR PREGNANCIES.* 


HERMAN E. PEARSE, M. D., KANSAS CITY, MO. 
Formerly Professor of Anatomy in the Kansas City Medical College. 


This case report may be of interest on account of the rarity of 
such conditions, as well as from the fact that the woman who was 
the victim of the deformity not only remained in ignorance of its 
ae but endured four successive pregnancies in comparative 
safety. 

On January 10, 1900, I was requested by her physician, Dr. A. N. 
Magruder, of Pittsburg, Kas., to examine Mrs. kK. aged 36 years, 
married and the mother of four children. She was suffering from 
uterine catarrh, due to cervical laceration, and I was askt to ex- 
press an opinion as to whether this condition was the cause of cer- 
tain severe “head pains” that had existed for eight years, and that 
had made their appearance about the time of the birth of her last 
child. She stated that she had been married sixteen years, and had 
had four confinements. The first two children had been vigorous at 
birth; the third had been quite puny, but had reacht childhood in 
safety. These three are to-day alive and well. During these three 
pregnancies she had suffered much pain and uneasiness in the lower 
abdomen and pelvis. In all three cases labor had been protracted and 
recovery slow, but forceps had not been used. The fourth preg- 
nancy gave her more pain than any of the preceding, and was markt 
at the middle of the ninth month by tearing pains and smart hemor- 
rhage. This continued at intervals for about six weeks, when (she 
says one full month beyond her normal period) tardy labor developt 
and the fourth and last pregnancy terminated with a still-born 
child. It seemed to be of perfect development, and showed no sign 
of disease. She made a poor recovery, and has had “head pains” 
and poor health since, altho able to do her own housework. 

Examination showed a normal vulva, with a slight ridge ex- 
tending back from the fourchette, and a corresponding one, so large 
as to resemble a prolapst urethra, on the anterior wall. In the vagina 
were the remains of a complete septum, showing that two perfect 
vagine had existed and had been merged into one by the rupture of 
the septum. The cervix showed the remains of the double formation, 
but the right uterine cavity could only be traced about one or one 
and one-half inches, while the left was much deeper. The septum 
between them had been torn away for some distance and the lacera- 
tion had extended laterally across and involved the wall of the cervix 
on the right. On the left the laceration had extended deeply into 
the vaginal wall. A large, bleeding, granular surface, caused by 
these gaping lacerations, made it very difficult to examine them 
accurately, and, moreover, the patient’s position and the light were 
also faulty. There was such a degree of inflammatory adhesion and 
deposit about the uterus and to its left that I was unable to decide as 
to the condition at the fundus. 

It seems probable that the four pregnancies had taken place in 
the left uterus, and that inflammatory changes had so fixt the cervix 
in the last pregnancy that laceration at the ninth month had caused 
the pain and bleeding which then occurred, and possibly delayed the 
labor one month, as the patient averred had been the case. : 

The patient, upon being informed of her deformity, stated that 
a lady physician (I was the first male physician she had consulted) 
soon after her marriage had examined her hurriedly one day, and 
told her she suspected some such condition as I described. She had 
moved away soon after, and had never been examined since except 
at her deliveries, when nothing had ever been said of the matter 
by _ of her accoucheurs, and she had supposed the matter all a 
mistake. 


REPORT OF FIVE OF TUBAL GESTA- 


BY R. J. CHRISTIE, JR., QUINCY, ILL. 
Consulting Surgeon Blessing Hospital, Surgeon to German Old Folks’ Home. 


In presenting this report—five cases of tubal gestation—I shall 
not presume to offer anything new, original or very unique. That I 
have been placed in a position to observe five cases I regard as a 
fortunate accident. I do not know how to account for it, but our 
community, a city of forty thousand inhabitants, has been most pro- 
lific in furnishing ectopic gestations. In addition to the five cases 
of my own, I have knowledge of three other cases occurring in our 
city within the last two years; two submitting to operation, and one, 
refusing an operation, died. 

“When a fertilized ovum is arrested at any point between the 
Graafian follicle and the uterine cavity and there undergoes develop- 


* Read by title at the Tri-State Medical Society, St. Louis, April 4, 1900. 


+ Read before the Tri-State Medical Society,’ of Iowa, Illinois and Missouri, ~ 


at St. Louis, April 3, 1900, 
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inent, we designate the condition as an extra-uterine or ectopic ges- 
tation.” (Kelly.) “The ovum may be arrested within the ovary or 
in any portion of uterine tube from its extremity to its interstitial 
portion inclusive.” (Kelly.) 

When we reflect that the statistics, tho meager, show one extra- 
uterine to twelve thousand uterine gestations (Bandl’s statistics, 
quoted from the American Text Book of Gynecology), five cases, 
not to mention the three others referred to above, in a community of 
forty thousand souls is, to say the least, a singular circumstance. 
Allowing that half of our population is female, or twenty thousand, 
and that half of this number are married, or ten thousand, and that 
half of this humber become impregnate once in two years, or five 
thousand, it makes an extra-uterine to one thousand uterine gesta~ 
tions, or one-tenth of one per cent, which, in the light of the author- 
ity just quoted, is rather remarkable. Bandl’s statistics give the per- 
centum as one one-hundred-and-thirtieth of one per cent. 

A case with history of exposure, supervened by suspended men- 
strual function, accompanied by pelvic pain referred to one or the 
other ovarian regions, with a sero-sanguinous flow from the uterus, 
with the general symptoms of pregnancy; nausea, altered appearance 
of nipples and mammary glands; with increast length of uterine 
canal, should, according to Hirst (University Medical Magazine, 
1897), be invariably diagnosed extra-uterine pregnancy. 

Of the five cases herein reported, the oldest one was aged 38, 
the youngest 22, with an average for all of thirty-two and four-fifths 
years. All were multipara. All were white. Of the five cases, in three 
(60 per cent) the development occurred in the left tube; two in the 
right (40 per cent). Of the five cases, two ruptured into the peri 
toneal cavity (40 per cent), three into the folds of the broad ligament 
‘60 per cent). Of the two cases in which rupture occurred into the 
peritoneal cavity both were on the right side. The five cases were 
of the tubal variety. The case of the longest duration was about 
twelve weeks; the shortest about six, giving an average for all of 
about seven and a half weeks. Of the five cases all were treated 
by suprapubic celiotomy and extirpation of tube and contents. Of 
the five patients operated on, four recovered—8o0 per cent. Two 
cases were emergency operations; one, operated in extremis, died. 


Case 1. Mrs. L., age 22, white, mother of one child, age 3, re- 
ported at Blessing Hospital, Quincy, IIl., with the following history: 
“Never had gonorrhea, never had acute inflammatory disease of 
the pelvic organs, never had miscarriage; had had leucorrhea. Had 
mist one mentrual period—the last one. Complained of diffuse pelvic 
pain, more pronounced in left side. Temperature was normal, with 
pulse somewhat accelerated. Bimanual examination revealed the 
presence of a tumor in the left ovarian region; felt rather hard to 
the touch, firm and immovable, and tender; very sensitive to the 
touch. It seemed to be continuous with the uterus. Neither ovary 
nor tube could be differentiated. No diagnosis was made, but I was 
inclined to regard it as an old pus case. The day following this ex- 
amination she was subjected to an operation. Abdomen was opened 
in median line above the pubes. Tumor, embracing the ovary tube 
and ligaments, were ligatured and cut away by the step method. 
On examining the specimen, a fetus of ten or twelve weeks’ develop- 
ment was lying in the mass of clot and placental tissue. Patent 
made a good recovery. 

Case 2. Mrs. R., seen with Dr. Bitter, of Quincy, Ill., German, 
age 24, mother of one child, never had a miscarriage, no history of 
gonorrhea or salpingitis, had been the subject of leucorrhea. Patient 
mist one menstrual period, complained of pain in left ovarian region, 
sero-sanguineous flow from the uterus, mammary glands somewhat 
increast in size and more firm, the areola of nipples darker than nor- 
mal and increast in size. To the touch the cervical extremity. felt 
soft and flaccid. The uterine canal measured four inches in length. 
Bi-manual examination revealed the presence of tumor to left of 
uterus, firm and tender to pressure. Diagnosis, extra-uterine preg- 
nancy. Suprapubic median celiotomy was done, with enucleation of 
mass containing tube, ovary, part of the broad ligament. Recovery. 

Case 3. Mrs. M.. aged 32, American, mother of three children. 
Never had gonorrhea, had catarrhal salpingitis and leucorrhea, 
never had a miscarriage, nor pelvic inflammation. Mist one men- 
strual period, pain in pelvis, some nausea, and all the concomitant 
symptoms of pregnancy. Diagnosis, extra-uterine pregnancy. Re- 
moved to Blessing Hospital and operation next day. Median supra- 
pubic celiotomy, enucleation of tumor, with tube, ovary and part of 
broad ligament. Recovery. 

Case 4. Mrs. E., aged 38, one child, aged 11, had two miscar- 
tiages subsequent to the birth of child, never had gonorrhea, had 
leucorrhea. Mist one menstrual period, complained of pain, and, as 
she exprest it, felt that she was pregnant. Examination revealed 
presence of tumo- to the right of uterus. Diagnosed extra-uterine 
pregnancy. Advised the patient of the nature of the malady and of 
the possibility of imminent danger. This was Saturday. Sunday 
morning about 3 o’clock was called hurriedly to the patient; found 
her suffering greatly of shock almost bordering on collapse. Diag- 


nosed ruptured tube. Had her removed to Blessing Hospital, and 
operated in two hours. Found’ abdomen filled with blood. Could 
elevate uterus and tubes into view when the right tube at its middle 
and superior portion was found to be the seat of a rupture. Tube 
and ovary were ligatured close to uterus and cut away. Patient 
made rapid recovery. It is worthy to note that while this patient 
could not have been more than eight to ten weeks pregnant, the tube 
was ruptured free into the abdominal cavity, the amniotic sac was 
not ruptured and remained in situ in the wound. Another feature 
of the case is that she had an ovarian cystic tumor, size of an orange, 
on the same side as the other malady, which was removed at the 
same time with the other mass. 

Case 5. Was called by Dr. Bitter, of Quincy, very early one 
morning last December to see a patient, Mr. W., aged 25, one child, 
of whom he gave the following history: Had been called the night 
before to the patient, whom he found suffering great pain in the 
right pelvic region, accompanied with progressive shock. He re- 
mained with the patient all night, administering stimulants and hot 
saline enemata until I arrived the next morning. Patient in col- 
lapse, no radial pulse, extremities cold, blancht countenance. Upon 
palpation the abdomen was found to contain fluid, as determined 
by dependent dullness and palpitation in the dorsal decubitus. Diag- 
nosis, extra-uterine pregnancy with rupture. The enema with stim- 
ulants was repeated, and patient removed to Blessing Hospital, where 
she was operated on within an hour. An enormous quantity of 
blood and clots was scooped out of abdomen and uterus and tubes 
brought up into view, when a rupture of the right tube at middle and 
superior aspect was visible. Ovary tube and contents were liga- 
tured close to uterus and cut away. Patient removed to bed, was 
given intravenous saline injections and hypodermics of strychnine 
and digitalis. She seemed to revive and rally under this treatment 
for six hours, when she developt a septic temperature and died at 
the end of thirty-six hours. 


DYSMENORRHEA AND HYSTERO-EPILEPSY ASSOCIATED 
WITH RETRODISPLACEMENT— ENLARGED 
AND PROLAPST LIVER.* 


BY E. E. MONTGOMERY, A. M., M. D., PHILADELPHIA, PA. 


Professor of Gynecology in the Jefferson Medical College; Gynecologist to 
Jefferson and St. Joseph's Hospitals. 


GENTLEMEN: This patient is 36 years of age, has been married, 
and is now separated from her husband. She is engaged in house- 
work. Her father died of phthisis, but her mother, brother and 
sister are living in good health. She has one child. She had the 
ordinary mild diseases of childhood, and diphtheria; was otherwise 
healthy until 11 years of age, when she began to have sporadic seiz- 
ures, in which she states she became unconscious and would have in- 
continence of urine. These attacks were preceded by premonitory 
symptoms a few minutes before the onset, consisting of mental con- 
fusion. During several years the attacks would occur probably once 
a month, then several months would intervene without their occur- 
rence, when they would recur with their former frequency. For 
eight years she was free from these seizures; then had one attack, 
and none since. She does not associate the attacks with the men- 
strual periods. From the age of 11 until the establishment of 
puberty, she was rather melancholy. Menstruation was always regu- 
lar, continued two days and paiuful—pain not beginning until after 
the flow was establisht. The flow is dark-colored, generally free from 
clots and very offensive. She has been pregnant but once, delivered 
at full term of a child, which is now 10 years of age. The labor 
was normal. At the time of menstruation, pain has been intense 


and so great as to oblige her to take morphine. It has always been ° 


administered by a physician. For several weeks she has suffered 
from almost constant pain in the lumbar region, and also in the 
epigastrium, which rotates downward to the lower extremities. At 
times she has attacks of severe headache. The chief focus of pain is 
immediately back of the left eye. Nausea is not present, altho for- 
merly it was very common. Her bowels are obstinately constipated, 
she has frequent micturition, urine is slightly clouded, its specific 
gravity 1031, containing eight grains of urea to the ounce, but 
neither albumen nor sugar. 

We have here the history of a woman with markt neurotic 
phenomena, symptoms which have existed during her entire men- 
strual life. The symptoms of the early history resemble those of 
epilepsy, and she has at present attacks of hystero-epilepsy. On ex- 
amination we find the uterus is retroverted, enlarged and retroflext. 
There is some inflammation of the organ. 

A patient with such a historv. makes it important to, as far as 
possible, remove all abnormal conditions and place the organs in a 
normal position. This patient having a retroverted uterus with a 
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history of neurotic phenomena, renders it especially important that 
the abnormal relation of the organ should be corrected. 

A retrodisplaced uterus may be replaced in one of several ways. 
There is a difference between replacing the organ and its subsequent 
maintenance. We may replace it, first, by placing the patient in the 
dorsal position, with her limbs flext, and introduce one or two fin- 
gers into the vagina, preferably two, one of which (the middle finger ) 
is pusht into the-posterior fornix and presses up the fundus while 
the index finger passes in front of the cervix, pushing it backward. 
The uterus is thus raised: up until the hand over the abdomen is able 
to grasp the fundus and carry it well forward toward the pubes. The 
procedure may be difficult at times, owing to a markt promontory of 
the sacrum under which the fundus catches. In such cases the diffi- 
culty may be overcome by grasping the cervix with a double ten- 
aculum and drawing down upon it, while the finger is past into the 
rectum and pushes the fundus up. The cervix is then carried 
backward and upward until the fundus can be graspt by the-external 
hand. The procedure is rendered difficult or even obstructed by the 
presence of retrouterine adhesions. When these are confined simply 
to the rectum, the anterior wall of the rectum may be lifted up, per- 
mitting the uterus to be replaced; but as soon as the force is with- 
drawn the organ is immediately turned back. 

Another method of procedure is to place the woman in the 
genupectoral position, in which she rests on her knees and side of her 
head upon her arms. This position entirely removes the intra-abdom- 
inal pressure, and by aspiration after the vagina is opened, causes 
the ballooning of that canal, and the carrying upward of the uterus. 
The abnormal position of the uterus, however, is not always cor- 
rected, as it is carried to the upper part of the vagina still in its 
displaced position. The difficulty is overcome, however, by grasping 
the cervix with a tenaculum or vulsellum and pulling down upon it, 
when, unless adhesions are present, the fundus will fall forward. 

Still another method for replacement of the uterus which has been 
recommended is the introduction of the sound or a bougie into the 
organ, and the rotation of the external end thru a wide arc, so as 
to produce no pressure or injury upon the interior surface. This is 
one of the methods recommended in the text-books. I only speak of 
it to condemn it, as you are unable by any method of procedure to 
rotate the sound in the uterine cavity without injuring its mucous 
membrane and‘imperiling its subsequent inflammation by infection 
carried to a favorable culture fluid in the uterine cavity. The pro- 
cedure is unnecessary, for the organ can be replaced in the great 
majority of cases by the methods I have already mentioned. It is 
only in those cases in which we have already dilated and curetted the 
uterus that we may exercise such means to replace the organ. As a 
rule the sound should not be introduced into the undilated uterus. 

Having replaced the organ, we come to the consideration of 
means by which it shall be maintained. 

These may be mechanical or surgical. Mechanical means are 
the introduction of tampons, the use of pessaries, either with vagi- 
nal or external support. The pessaries are more or less a discom- 
fort. They require to be worn for a length of time. Where the 
condition has existed for a number of years, treatment by pessaries 
is not curative, and particularly where there is inflammation fixing 
the uterus to the surrounding structures, the introduction of the pes- 
sary aggravates the distress. You can readily understand if the 
fundus of the uterus be fixt by adhesions, and you drag back the 
cervix in the endeavor to rotate the fundus forward, the organ is 
held by two contending forces, which double it up and add to the 
patient’s discomfort. A pessary does not support the uterus by let- 
ting the fundus rest on its posterior bar, pulls the cervix backward 
and upward thru the traction upon the posterior fornix of the vagina, 
consequently the other end of the lever, the fundus, if free, falls for- 
ward. If the pessary is introduced without first replacing the uterus, 
the cervix is pulled back, while the fundus remains in its abnormal 
position, and the uterus is bent upon itself, oftentimes caught be- 
tween the posterior bar of the pessary and the sacrum, greatly ag- 
gravating the distress. 

The surgical measures for replacement of the retroflext uterus 
consist of various operations: First, the Alexander operation, which 
consists of shortening the round ligaments, as they emerge at the ex- 
ternal inguinal ring. Another method is that which is freauently 
called ventro-fixation or suspension. This is the establishment of 
adhesion between the anterior abdominal wall and the fundus of the 
uterus. Then, again, the round ligament may be shortened within 
the uterine cavity. Or, we can attack the displacement thru the 
vagina, forming what is known as vaginal fixation, in which the 
uterus is fastened thru an incision to the anterior vaginal wall. The 
incision is made thru the anterior fornix of the vagina, dissecting up 
between the uterus and bladder, and the fundus sticht to the vaginal 
Incision; or, we may draw down the round ligament and fasten it 
to the anterior vaginal wall, and in that way shorten the ligament. 

_ _ In all these displacements of the uterus we find more or less 
inflammation. This is more than likely the result of conditions which 
have existed for a length of time in association with displacement. 


So one of the first considerations in the treatment is the relief of 


the inflammatory state. As a preliminary we dilate and curet this 
uterus to bring about a decrease in its size and an improvement in 
the inflammatory state. Dilatation may be accomplisht in one of 
several ways; we may use what is known as parallel bar—the 
Ellinger dilator. I prefer to dilate with bougies and use gradual 
dilatation thru the introduction of gradually increast sizes. I pre- 
fer this for the reason that the dilatation is accomplisht with less in- 
jury to the parts, especially to the lateral surfaces, and with less 
danger of laceration. In retrodisplacement I prefer to seize the pos- 
terior lip of the uterus with a double tenaculum as a preliminary to 
the dilatation. In so-doing I straighten out the flexion and render 
the introduction of the instrument less difficult. In the introduction 
of the bougies it is important to remember that the anterior wall may 
be thinned and, as the instruments increase in size, may rupture and 
perforation result. After the uterus has been dilated we proceed 
with the flush curet over its entire cavity, thus removing the hyper- 
trophied mucous membrane. You may ask, is it not likely to scrape 
off the mucous membrane and lead to the obliteration of the canal? 
‘The curet scrapes off the external surface of the mucous membrane, 
but the glands that enter the muscular layer, even tho the entire 
mucous membrane were removed, would be sufficient to line the 
uterine cavity. A certain amount of desquamation of the epithelial 
layer of the uterine mucous membrane occurs at each menstrual 
period, and is reformed from the deeper layers of the glandular 
structure. 

The Alexander operation for shortening the round ligaments 
is less preferable than the abdominal incision. In the majority of 
cases in which the operation is desired the Alexander operation is 
not advisable, for the reason that it does not permit us to break up 
adhesions by which the uterus may be held backward. In such cases 
the shortening of the round ligaments subjects the fundus to two 
forces, which must aggravate the discomfort. It is not alwavs easy 
to absolutely determine whether perimetritic adhesions exist. Of 
course, if we are enabled to bring the uterus directly forward and 
place it in a proper position, we may say that no adhesions exist in 
that case. 

In this patient, however, we have found evidences of adhesions 
fixing the uterus, and consequently would not consider the Alexander 
operation the proper procedure. The advantage of the intra-abdomi- 
nal operation is that one is enabled not only to inspect the parts, but 
to treat any diseased conditions, to resect a diseased ovary, break up 
adhesions, and set free the uterus. Another advantage of the ab- 
dominal operation is that we have a single incision, while in the 
Alexander operation there are two, consequently two opporunities 
for the development of infection. In making the incision we cut 
thru skin, superficial fascia, aponeurosis and muscle, pick up the 
transversalis fascia and peritoneum and cut between forceps in order 
to avoid injury to the intestines. As soon as an opening is made 
into the peritoneal cavity, the intestine drops away, when the incision 
can be extended thru the peritoneum the full length of the wound. 
Having opened into the peritoneal cavity, the uterus is recognized 
with the finger, the ovary and tube examined. On the left side ex- 
tensive adhesions exist, and a small ¢yst which contains blood—a 
hematoma, or an ovarian apoplexy. This is covered with a pad, 
and held while the other ovary and tube are examined before any- 
thing is done. It is my purpose in this, as in all my work before 
you, to save, rather than sacrifice, and only employ the latter when 
it is absolutely necessary. The right ovary is found to be a larger 
hematoma than the left. The entire organ is pretty well destroyed, 
so we will sacrifice the right appendages. In the left ovary the 
diseased portion is excised, and the surface of the ovary united by 
fine silk suture. It has been askt how much of the ovary is neces- 
sary to be preserved in order that its function may continue? If 
there is any of the ovarian stroma left ovulation will continue so 
long as it remains unexhausted. Nature provides several thousand of 
these ova in order to be prepared for accidents, so it requires a very 
small portion of the ovary to be retained to serve a useful purpose. 
In doing this operation ‘we are particularly careful to see that hemor- 
rhage is controlled. Where one has made an extensive resection, as 
in this case, it is very important the suture should be placed in such 
a way as to completely control the possibility of such from bleed- 
ing. One of the papilla of this Fallopian tube bleeds. I tore it from 
the surface of the ovary and it bleeds quite profusely. so I tie a 
ligature upon it to prevent any possibility of serious hemorrhage. 
Before we fasten this uterus up we will irrigate the cavity with a 
normal salt solution, thus removing blood that has escaped from the 
ovary and the adhesions. 

In passing my finger into the pelvis I was nonplust for a moment 
by a hard tumor in front of the uterus, until I remembered it was 
gauze packt into the vagina. I now pass a suture of silkworm-gut 
thru the peritoneum of one side thru a small portion of the fundus 
of the uterus, and thru the peritoneum of the opposite side. A sec- 
ond suture is placed just behind the first. The first one having been 
introduced thru the center of the fundus, the second is a little be- 
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hind the fundus, so the uterus is thrown into a position of slight ante- 
flexion. We have been careful in introducing these sutures not to 
include the abdominal muscle, for the reason that we did not wish 
to form a firm band of adhesion that might interfere with the sub- 
sequent delivery of this patient should she become pregnant. A band 
of adhesion is formed, which is somewhat similar in its influence to 
the natural uterine ligaments. The round ligament simply stays the 
organ forward. Under the influence of pregnancy such a band will 
become strecht, and consequently would not interfere with its 
progress. They may even become so attenuated as to separate it, 
and if the patient has been properly treated in the convalescence there 
is but little probability of the redevelopment of the displacement. 
The toilet of the peritoneum is accomplisht by irrigation with a nor- 
mal salt solution, a portion of which is permitted to remain. 

The wound is closed with continuous cat-gut suture for the peri- 
toneum, thru and thru silkworm-gut sutures for the abdominal wall 
above the peritoneum, and the aponeurosis is sutured by continuous 
cat-gut suture before the silkworm-gut sutures are tied. In this way 
the structures of the wall are held in apposition, undue tension is not 
required from the silkworm-gut sutures, and the thoro apposition 
of the aponeurosis is maintained, by which the ventrum is rendered 
more secure. This method of suturing requires a longer time to close 
the wound, but thru its greater security against ventral hernia is well 
worth the extra time required. Before the peritoneum is closed we 
make sure that all the pads used are in sight, that none are left 
within the abdominal cavity. It may be necessary to use a few super- 
ficial sutures, which may be made of cat-gut in the skin surface, so 
as to bring its edges in close apposition. The more closely they are 
approximated, the more quickly will the wound heal. The wound is 
washt with a bichloride solution, which removes all the blood clots, 
dried with a sterilized towel, and covered, first with gauze wet with 
bichloride solution, then with a dried sterilized dressing of gauze 
and cotton, held in place by pieces of plaster, to which tapes are at- 
tacht, tied over the dressing. 


ENLARGED AND PROLAPSED LIVER. 


The next patient is 33 years of age, married, in whom puberty 
occurred at 14, menses regular prior to her last confinement; has 
been married twelve years, had eight children, and no miscarriages. 
Her last labor was nine months since, and she has not menstruated 
subsequently. She complains of swelling in the abdomen, which is 
more markt when the menstrual period does not occur, and is with- 
out pain. The blood examination showed 72 per cent of hemoglobin, 
and a deficiency of nearly two millions of red blood corpuscles. The 
abdomen is symmetrically developt; placing the hand upon one side 
and striking upon the opposite a wave of fluctuation is distinctlv 
seen. As I palpate this andomen I displace a layer of fluid and come 
in contact with a solid mass. This is as distinct as if I were practic- 
ing ballottement, and came upon the head of the child. We have a 
mass here which is distinctly determined as the fluid is displaced. 
As I pass my fingers below it, it does not pass into the lower part of 
the abdomen, but ends in a distinct margin. The margin is dis- 
tinctly defined, extending down upon the right side across the abdo- 
men, and indicates enlargement of either the liver or a condition 
known as elongation of the ligaments of the liver, permitting it to 
drop down. We have a similar condition in gastroenteroptosis, in 
which the mesentery of the intestines becomes elongated. The 
elongation of the peritoneal ligaments permits the intestines to drop 
into the pelvis, producing a certain amount of disturbance of the 
alimentary canal and of the nervous system, as in this patient; but 
the condition here is associated with ascites with some abdominal dis- 
tension, and the character of the enlargement leads me to believe that 
we have disease of the liver.. You see the limbs are very much swol- 
len, the urine negative, contains no albumen. I am rather surprised 
to notice the distension of her limbs, because we do not find general 
anasarca in hepatic lesions. The enlargement is undoubtedly hyper- 
trophy of the liver. While it might account for the abdominal dis- 
tension it does not account for the distension of the lower ex- 
tremities. The face of the patient is not suggestive of one suffering 
from ascites as a result of renal lesion. It resembles more the face 
of a person suffering from heart murmur. There is a distinct car- 
diac lesion. I have no doubt the general anasarca is due to the 
cardiac disease, as well as to the enlargement of the liver. I would 
suggest that she be referred to the medical department as a very in- 
teresting patient. I have brought her before you to-day simply for 
the purpose of diagnosis. The patient has not menstruated, and for 
that reason attributed the enlargement of the abdomen to probable 
pregnancy. You can see the importance of not arriving at a hasty 
conclusion and making careful examination before giving a diagnosis. 


Dr. Edward 1. Holmes, of Chicago, died February 21st, aged 
seventy-one years. The doctor was for years president of Rush 
Medical College, and rankt as one of the most prominent of ophthal- 
mic surgeons, filling the chair of Ophthalmology at Rush until fail- 
ing health compelled him to resign. ‘ 


THE SUPPURATION OF THE WOUND AFTER ABDOMINAL 
SECTION, BASED UPON AN ANALYSIS OF 114 CON- 
SECUTIVE, UNSELECTED ABDOMINAL SEC- 
TIONS WITHOUT A DEATH. 


BY HUNTER ROBB, A. B., M. D., CLEVELAND, OHIO. 


Professor of Gynecology in Western Reserve University, and Gynecologist-in- 
Chief to Lakeside Hospital. 


When we consider the various factors which bring about ill- 
success or even the death of the patient after surgical operations, we 
find that infection of the wound, leading to a general septic infec- 
tion, is the most to be feared. Surgical accidents (as, for instance, 
the tying of a ureter or an unavoidable embolism) are responsible 
for comparatively few deaths in any long series of abdominal opera- 
tions, so it is generally agreed that if we can avoid infection, the 
danger from other sources is but slight. The object, then, which 
we should always have in view in these operative cases, is to keep 
the wound clean and at least, when we start with a clean wound, to 
see that during our manipulations we introduce no septic material. 
Of course, in dealing with pus cases our task is a very difficult one; 
but even under the most unpromising conditions a great deal can be 
done by proper irrigation and other precautions to keep the in- 
fective material localized, or even to a large extent to do away with 
it altogether. 

In order to obtain a sterile field, the skin of the patient and the 
hands of the operator and of his assistants must be submitted to the 
cleansing methods which have been proved to be the best from a 
bacteriological standpoint. The wound must be made with sterile 
instruments and in any manipulations necessary no material that is 
not sterilized should be employed. Sponges, ligatures and suture 
materials must all be prepared with the most painstaking care. 
Yet, even after the operation is completed, there is still danger that 
the wound may subsequently become infected, and therefore the 
method of dressing is of importance. 


In the present series of 114 cases I have found the following 
procedures to give the best results: The peritoneum is first brought 
together with dry (Kiliani’s) sterilized catgut. The edges of the 
fascia are then approximated by sterilized silver wire mattress 
sutures and the skin of the wound is finally closed by a subcuticular 
catgut suture. The incision and the immediate field of operation 
are then cleansed with sterilized salt solution and afterwards with 
alcohol, and are then gently dried with a sterilized towel. Over the 
site of the incision dry sterilized iodoform powder is sprinkled and 
two thicknesses of sterilized gauze and a sufficient quantity of steril- 
ized cotton are placed so that not only the wound but also the whole 
abdomen is thoroly protected, from the symphysis pubis to just 
above the umbilicus and from flank to flank. This dressing is then 
held securely in place by means of strips of adhesive rubber plaster 
reaching from the unsterilized flank on one side to that of the 
opposite side. The whole is then covered witha sterilized scultetus 
bandage. This dressing in my hands has proved most satisfactory, 
and I have found that even in the case of restless patients, who have 
moved about in bed a good deal, the wound has never been exposed 
on account of the slipping out of place of the dressing, and infec- 
tions of the skin have been very rare. 


In this series of 114 consecutive cases, in twenty-nine of which 
pus (from one ounce to several litres) was found at the time of 
operation, the puS was removed as thoroly as possible by irrigating 
the abdominal cavity with sterile salt solution, and then sponging 
it dry. Drainage was used only in one instance. Suppuration of 
the abdominal wound occurred in eight cases (7.2% ); in four 7¢ was 
slight and entirely confined to the skin; in two of these cases the 
staphylococcus pyogenes aureus and in one case the staphylococcus 
pyogenes albus was demonstrated; in four cases there was a consid- 
erable amount of purulent discharge in the lower angle of the 
wound, two of which did not, however, involve the deeper tissues. 
In these cases the staphylococcus pyogenes aureus was found in the 
pus. In a certain number of these cases we were using at that 
time chromocized catgut and to this I attributed the suppuration, 
which appeared from ten days to three weeks after the operation. 
These sutures were never absorbed, but gradually workt their way 
to the surface and were discharged from the suppurating wound. In 
some instances, however, only about a drop of pus would be present 
as the result of this shedding of the suture. Since June, 1899, I have 
resorted again to sterilized silver wire and have used this substance 
entirely for the fascia sutures. Since this time I have had pus only 
in one wound and in this case I was forct to conclude that the 
infection had occurred secondarily as the result of a localized sup- 
purative process in the pelvis about the former site of a large pelvic 
abscess. The following operations were performed: 

f “ the operations but one were performed at Lakeside Hos- 
pital. 


| 
| 
| 
| 
| 
| 


AMERICAN JOURNAL OF SURGERY AND GYNECOLOGY. 


171 


Appendicectomy - ----~--------------- ---+-- ------------ 24 
Colporrhaphy, Anterior ------------- 2 
Dilatation and Curettement---------------------------- 67 
Dilatation with Vesical Balloon (under ena ies 1 
Fibro-andenoma of Breast, Removal of Rea 1 
Hemorrhoids, Renioval 2 
Hysteromyomectomy ----------------- ---------------- 3 
Igni-puncture of Ovaries=_.... 
Myomectomy ---------- 7 
Omentum, Resection of portion of--------------------- a 
Pelvic Adhesions, Separation of------------------------ 46 
Peritonitis, Tubercular, Drainage----------------------- 1 
Removal of Cervical Polyp----------------------- 1 
Removal of piece of Cervix for diagnosis-- ------ .----- 1 
Salpingectomy (single) -------.------------------------ 6 


Salpingectomy (double) -------------------------.----- 1 


Salpingo-odphorectomy (single) ----------------------- 24 
Salpingo-odphorectomy (double) ---------------------- 46 
Sebaceous Adenoma of Labium Majus------------------ 1 
Trachelorrhaphy ------------ 8 

Total number of individual operations-------------- 361 


The total number of individual operations greatly exceeds the 
actual number of patients, from the fact that a single patient often 
presented several distinct pathological conditions. 

Total number of cases in which the abdomen was opened, 114. 

Abdominal operations alone---------------------------- 56 


Abdominal and plastic operations combined ------------ 58 
Appendix vermiformis removed-.---------------------- 24 
Adherent vermiform appendix separated ---------------- 6 


Myomatous tumors removed in above myomectomies--- 16 
Suspension of uterus with separation of light adhesions 
(this case was operated on under cocaine anesthesia)-- 1 


SOME POINTS WORTHY OF CONSIDERATION BY THE 
GENERAL SURGEON.* 


BY D. S. FAIRCHILD, M. D., CLINTON, IOWA. 
Treasurer Tri-State Medical Society. 


The direct and immediate effect of the usual pus-forming germs 
in producing sepsis is intentionally left out of consideration in this 
paper. It is only intended to call attention to conditions in tissues 
induced by disease or other causes which favor the development of 
local inflammations or special forms of inflammation or special de- 
generative chances, which tend to render the intentional trauma in- 
flicted by the surgeon or the trauma of accident uncertain in their 
results; also to consider the effects of local or general pathological 
conditions in modifying the ordinary results of surgical work. 

I fear this discussion will lack in interest on account of its 
general character, but I must confess that some of the problems 
upon which I hope to touch have given me much anxiety at times, 
and have caused me to entertain doubts of my fitness for the work 
which I have so many years followed. There are certain importani 
points which appear as self-evident facts, and need but little dis- 
cussion, but their bearing on the success of our work is so great 
that I cannot wholly omit them. 

I have often heard it remarkt. on witnessing the work of emi- 
nent surgeons, that it appeared as if the operations were done in 
very much the same way as ordinary men do them; yet there are 
certain factors that make the work of one man much more success- 
ful than another, which at first sight are not apparent. It is here 
that the real education of the surgeon commences. Some surgeons 
have many more cases of local suppuration than the care they take 
in preparing their hands, instruments, the field of operation, and 
their dressings would seem to warrant. The influencing factor ap- 
pears to be in the way the tissues are handled. One surgeon em- 
ploys a simple but careful technic;. it will be observed however 
that he handles the tissues with great delicacy and dexterity, that 
he goes directly to the point desired, making a clean cut—seeking 
natural lines of cleavage, holding the tissues apart with well applied 
retractors—protecting with gauze if necessary. The work is done 
chiefly with clean instruments, his fingers are seen in the wound 
for the most part only when it is necessary to aid the eye in deter- 
mining the nature of the tissues. The tissues are rarely torn, and 
when hemostatic forceps are applied, care is taken that they grasp as 
little tissue as possible in addition to the bleeding vessel. The skin 
is never graspt in the blades of the forceps. At last, when the dis- 
section is completed, the wound—as in the herniotomy or an Alex- 


* Read by title at the Tri-State Medical Society, April 3, 1900. 


ander’s operation—is clean and smooth, showing 
structures in their natural position. The bleeding points are secured 
with the finest catgut consistent with safety, and now the tissues are 
brought into their desired relations by needles held in forceps, while 
the parts are steadied by forceps which do not tear. It follows that 
when the work is completed the integrity of the tissues has not suf- 
fered, and there are no torn and devitalized structures or small 
blood-clots for the germs, which cannot be wholly excluded, to grow 
in. 

On the other hand, the surgeon who does but little work and has 
not acquired dexterity or familiarity with the appearance of tissues, 
or whose touch has not been educated to the point of quickly deter- 
mining the character of structures, or whose knowledge of regional 
anatomy is rather uncertain, has his fingers in the wound almost 
constantly, and frequently uses them to tear and separate structures 
which should be done with instruments which can be _ thoroly 
sterilized. Even if the hands have been rendered perfectly aseptic— 
which is a difficult, or even impossible thing to do according to 
some interesting experiments recently published by Dr. Freeman, of 
Denver—the perspiration soon causes germs to appear on the skin 
in great numbers, hence it frequently happens that the surgeon who 
makes careful and faultless preparation finds inflammation in the 
wound in a few days, followed by pus, much to his disappointment. 
The difference in the work of these two surgeons is not so much 
due to the preparation for the operation as in the manner of handling 
and treating the tissues. The inflammation here referred to is the 
usual inflammation due to infection, but appears later than primary 
wound infection arising from unclean instruments or unclean sponges, 
or imperfect surface preparation, and would not have appeared ex- 
cept from injury to tissues, too much handling, or too tight sutur- 
ing. Many plastic operations have been ruined in this way. 

The special inflammations following operations are generally 
tubercular in character. How often tubercular inflammations may 
follow imperfect preparation of the hands after handling tubercular 
cases 1 am unable to say. That tubercular germs may be planted in 
new locations in this way is quite possible. The possibility is so 
great (in my opinion) that after handling tubercular abscesses the 
surgeon is not warranted in undertaking a clean operation on gland 
structures or serous membrane until some time has elapst, and 
special and painstaking efforts are made to clean the hands and 
finger nails. In my own practice I never permit myself or first as- 
sistant to bring our hands in contact with tuberculous matter, or, in 
fact, pus of any character in the way of dressing, and only at the 
operating table when it cannot be avoided. In operating on tuber- 
culous glands great care should be observed not to break the capsule 
and allow the cheesy or tuberculous matter to escape into the wound. 
The hurry which the inexperienced operator feels when the operation 
becomes somewhat prolonged, leads him to neglect this precaution 
and to thus infect the wound. 

In abdominal operations plastic or productive inflammations 
sometimes follow leading to the formation of bands, which not in- 
frequently result in great misfortune to the patient by inducing acute 
or chronic intestinal obstructions. These accidents would no doubt 
be more common if the conditions which lead to peritoneal inflamma- 
tion did. not so often result in death. The present practice of pro- 
moting intestinal peristalsis instead of paralysing it, lessens the dan- 
ger of peritonitis and also lessens the tendency to the formation of 
short, constricting bands. The cautious surgeon is exceedingly care- 
ful to wall off the intestines by properly arranged gauze pads, so 
that the least possible offense will be given the intestines, particu- 
larly the small ones. In abdominal surgery the operator is less in- 
clined than formerly to hunt around among the intestines for possi- 
ble pathological lesions except in gunshot wounds or intestinal ob- 
structions, and remains satisfied with the relief of conditions which 
easily come within reach, or those which the operation was originally 
intended to relieve. 

In operations within the pelvis or in hysterectomies and ovario- 
tomies, the colon is dropt into the pelvis and the omentum carefully 
spread out so as to cover the intestines and thus protect them as 
thoroly as possible. Rapid and dextrous work in the abdomen with 
the least handling of intestines and tearing of tissues, will reduce 
the risk of inflammation and lessen the danger from adhesions and 
band formations. It is assumed in the above remarks that a proper 
degree of care has been observed in the matter of asepsis and the 
fault, if any, is to be found in the matter of manipulation. 

Secondary degenerations are worthy of consideration by the 
surgeon, particularly those which may take place in scar tissue. It 
is well known that the dense connective tissue formations which 
follow large open wounds possess at a late period but a small de- 
gree of vascularity and consequently a greatly reduced resisting 
power, and if subject to friction or irritation are liable to morbid 
growths as sarcoma or connective tissue overgrowths, which be- 
come dangerous or painful. If the formation of primary scar tis- 
sue is in a region abundantly supplied with nerves, the pressure of 
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the contracting tissue may be the source of late suffering. The care- 
ful and painstaking surgeon largely avoids these unfortunate re- 
sults by exercising care in obtaining primary union in intentional 
wourds by properly approximating different layers of tissue, either 
by buried sutures or by properly placed deep or thru and thru sutures. 
In an amputation so many advantages come from good flaps that a 
little more of the limb may be sacrificed in order to secure this, or 
if this is undesirable or impracticable, the surface is covered with 
skin grafts. In the removal of malignant tumors it may be necessary 
to sacrifice skin to such an extent as to leave a large uncovered sur- 
face; rather than to permit this to heal by granulation and the pro- 
duction of a large scar, to undergo the chances of secondary degen- 
eration, it is at once covered with skin grafts. 

In accidental surgery, where tissue is lost by laceration or crush- 
ing, many of the inconveniences and dangers of excessive scar pro- 
duction is obviated by expedients which have for their purpose the 
restoration of a skin covering either by transplantation or grafting. 

The careless surgeon, or one who has but a few expedients at 
hand, has wounds that are long in healing, and afterwards has to 
meet the complaints of a sensitive surface or of more serious compli- 
cations. 

We often hear of enlarged and ulcerated uterine cervix which 
has long resisted “local treatments.”’ After persistent efforts in this 
useless treatment, some surgeon amputates the cervix and covers the 
stump over carefully and saves the patient from further annoyance, 
and perhaps the danger of a carcinomatous degeneration. 

‘The careful surgeon never undertakes an operation of any mag- 
nitude without first ascertaining if the eliminating organs are in a 
healthy condition, or if any serious disease exists. If it is found that 
the kidneys are incompetent from chronic Bright’s disease, or if the 
urine is loaded with sugar, very serious questions arise in his mind. 
If it is found that the kidney degeneration is not great, or that the 
diabetes is not far advanced, and if the conditions for which the 
operation is contemplated are of such a nature as to materially shorten 
life—as in the presence of a malignant growth—the operation may 
be undertaken with the extraordinary precautions which the patho- 
logical condition demands. In diabetes the resistance of the tissues is 
materially impaired and unusual precautions are necessary to pre- 
vent infection; not only is it necessary to work rapidly, but it is 
especially important to handle the tissues with great care. 

The difficulty in securing and maintaining a perfectly aseptic 
condition of the hands warrants the use of sterilized rubber gloves. 

In acute cases the question of the proper time for an operation is 
of great importance, particularly in infectious cases; no doubt many 
cases of appendicitis are lost from a failure to appreciate this fact. 
Great difficulties are met with here in determining the exact pathologi- 
cal condition; no rule can be definitely stated which shall govern 
the surgeon in all cases, except, perhaps, to avoid a time when the 
infection may be extended by the act of the surgeon himself. In 
acute suppurative cases, in my opinion, the most conservative opera- 
tive procedure is the safest. In my poor way I have adopted pro- 


. cedures which put me to shame when I read the bold work of the 


master hands, but I have had patients recover when I feel sure that 
had I pursued a bolder plan they would have died. In acute septic 
pelvic inflammation boldness in operative procedures at the hands 
of most surgeons invites many disastrous results, whereas a more 
conservative plan, involving at the proper time a vaginal puncture 
for drainage and a subsequent well planned abdominal operation, 
will bring success and a permanent cure. 

In septic wounds of the fingers and hands the most irrational 
treatment is not infrequently employed. Free incision should be 
made when there is reason to believe that pus has formed. The in- 
cision should be made with the smallest degree of mutilation or 
rough handling, and the pushing of instruments into the tissues and 
irrigation should be avoided. It is much better to invest the in- 
fected part with copious wet boric acid dressings, and put the patient 
in bed, and the part at absolute rest, opening up into every recess of 
suspected infection which might be followed by a rise of tempera- 
ture and an extension of infection. I regard rest in bed as an im- 
portant factor in the treatment of these cases. I am not quite able to 
say why absolute rest is so important unless it is that movement aids 
infective germs to extend into other parts and along lymphatic chan- 
nels, 

The possibility of secondary degenerative changes in neighboring 
tissues should be taken into consideration, either from injury to 
vascular or nerve supply. In varicocele, for instance, the anxiety to 
secure a perfect recovery may sometimes result in our doing too much 
and not leave the testicle provided with a sufficient blood supply, 
particularly if the arteries are included in the ligature. In cases of 
long standing, where the mass of veins can scarcely be determined 
from the already softened and degenerated testicle, it may result in 
disappointment to the patient if he is not informed that the operation 
is probably too late to save the organ. 


In operations in the region of important nerves great care is 
necessary not to injure these structures lest later it be found that 
important parts are deprived of their proper nerve supply. In 
tumors deeply situated among nerves it is not difficult to divide one, 
and if the fact is overlookt and the divided nerve is not sutured, dis- 
appointing effects may be observed in the parts below, or if the nerve 
should pass thru the growth and it should be impossible to unite the 
ends the results should be so fully pointed out as to relieve the sur- 
geon of blame. Thus, some years ago, I removed the parotid gland 
which had undergone colloid degeneration, and, of course, cut the 
facial nerve with resulting facial paralysis, which was never entirely 
recovered from, but I had so carefully explained what might occur 
that nothing but gratitude was ever exprest, notwithstanding that 
a deafness developt in the ear of that side, which the patient ascribed 
to the operation. Some years ago, in operating for necrotic bone 
in the humerus, and while cautioning myself and an assistant to look 
out for the musculo-spinal nerve, I cut it. I immediately united the 
ends with catgut, and anchored it as far out of reach of infection as 
possible and out of danger of being caught in the subsequent scar 
tissue. The result was good. 


The remote effects of bone and joint trauma should not be over- 
lookt lest our calculations fail in estimating the results which may 
follow. ‘The broken trabecule and minute blood clots easily become 
the foci of the tuberculous infection. It does not appear that the more 
severe injuries of bone—for instance, fracture—are often followed 
by tuberculosis, while, on the other hand, comparatively slight in- 
juries offer greater dangers in this direction.* I am not inclined 
to the opinion that the danger of local bone infection covers an 
indefinite period of time, nor that the dimly remembered injury is the 
cause of bone tuberculosis when it appears; my notion of cause and 
effect are so closely related that I must see that some sort-of con- 
tnuity exists between them. It is so commonly contended that an 
ancient trauma laid the foundation for the disease that an excessive 
diligence is sometimes employed to revive in the mind of the patient 
the recollections of some long-forgotten injury, which is at once 
seized upon as the sufficient cause, notwithstanding the fact that in 
the very large number of accident cases I have seen but very few 
cases of tuberculosis. I am decidedly of opinion that this complica- 
tion may be lookt for and may be taken into account until the trauma 
is entirely recovered from. I can now recall three cases of sarcoma 
which, in my judgment, came from a single trauma in each case. 
That long continued and frequently repeated irritations frequently 
produce epitheliomas and carcinomas, there can be but little doubt, 
even in previously healthy tissues. In scar tissue and epithelial 
structures which have already undergone degenerative changes of a 
nonmalignant type, are probably more susceptible to malignant 
changes of a sarcomatous or carcinomatous nature. In consideration 
of this fact the importance of preventing scars as far as possible 
in treating wounds and in operative procedures, becomes more ap- 
parent. 


In my judgment the importance of treating diseased mucous 
surfaces merits special consideration. It is quite impossible to esti- 
mate the number of cases of carcinomas of the cervix which have 
arisen from old lacerations and from chronic local infections of the 
mucous membranes, followed by degenerative changes. The possibili- 
ties in this direction are so great as to warrant proper treatment to 
restore as far as possible these structures to physiological condition, 
not by local application of medical or irritating substances, but by 
proper curretment, repairing of lacerations or amputation. Most of 
the so-called local treatments are no doubt useless, if not positively 
harmful. It would be an omission if I did not-myself confess to many 
—— sins in this direction, but I have long since repented of 
them. 

This paper, which promist to be so barren in the beginning, has 
I fear, not improved as I past from one subject to another, and the 
only warrant I have in presenting it lies in the fact that problems 
referred to have had a personal interest to me in mending some of the 
errors I have one time and another fallen into. 


* In reference to this subject I may mention Fredrich’s experiments publisht 
in November, 1899, an abstract of which appears in the Philadelphia Medical Jour- 
nal for February 10, 1900. “Fredrich took a number of rabbits, old and young, 
and after injecting tubercule bacilli into the jugular vein he bruised or otherwise 
injured their bones and joints and allowed the tubercular process to develop. The 
summing up of these experiments shows that in none was there a tendency for the 
germs which were traveling in the blood to lodge in the injured tissue, for at the 
post mortem in not one of the joints which had suffered trauma did tuberculosis 
exist. Tuberculosis of the uninjured bones and joints and of the kidneys, lungs 
and other organs was a frequent finding, and often a general miliary tuberculosis 
was present, so that Fredrich’s statement that injury does not predispose to tuber- 
culosis of the bones and joints is entirely justified by the results of his research. 
His results seem to warrant an even stronger assertion, viz.: that injury protects 
the part against tuberculous invasion. Bier’s method of treating tuberculous 
joints by the production of passive hyperemia is well known, and as Noetzel has 
pointed out, the favorable result is due toa concentration of the natural bacteri- 
cidal forces in the increast amount of blood brought to the part, and later on the 
development of connective tissue. If these two factors are the real causes of the 
favorable action of a passive hyperemia, it seems within the grasp of reason that 
an active hyperemia produced by the reaction of the tissues to injury might also 
tend to combat the ravages of tuberculosis." 
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ST. LOUIS, APRIL, 1900. 
EDITORIAL NOTES. 


THE ninth annual meeting of the Tri-State Medical Society of 
Iowa, Illinois and Missouri was held in St. Louis April 3 and 4, 
1900. The attendance was fairly good, the essays of unusual inter- 
est, the clinics better than ever before. There was a deplorable want 
of attendance on the part of the doctors of St. Louis—who now 
rarely attend medical society meetings unless there is to be a free 
banquet or a chance to vote against the admission of some doctor not 
distinctly popular. A few of the more progressive, scientific men of 
the city (to the number of perhaps 40 during the entire meeting) 
were conspicuous by their constant presence at the hall and clinics, 
making the absence of “‘sore-heads” the more noticeable. One prom- 
inent visitor, commenting on the situation said: ‘The moss-backs 
are not here; nor the medical politicians; nor the newspaper ad- 
vertisers; nor the carousers; thank God for it! We can do some 
good work.” And it was a working body—there was not a minute 
wasted from start to finish, and not a word said about “ethics” and 
“grievances” and the other questions which so often render medical 
meetings so very stupid and valueless. 


Or course the feature which attracted most attention was the 
clinic in abdominal surgery, held at the City Hospital by Dr. J. M. 
Baldy, Professor of Gynecology and Abdominal Surgery in the Phil- 
adelphia Polyclinic, assisted by Dr. Fernand Henrotin, Professor of 
Gynecology in the Chicago Polyclinic. Three beautiful operations 
were made: 
hernia—with removal of a huge hydrosalpinx, and (3) operation for 
gunshot wound of the abdomen—the ball passing thru the kidney. 
Each operation was performed in such manner as to receive and merit 
the applause of the visitors. Those who attended former clinics 
before this society were, without exception, of the opinion that Pro- 
fessor Baldy’s work was neater, cleaner and quicker than that of 
any of his predecessors—all of them men of international reputa- 
tion. 


ANOTHER interesting clinic (not on the program) was held at 
the Female Hospital, consisting of a cholecystotomy by Dr. A. C. 
Bernays, of St. Louis; a nephropexy by Dr. A. H. Cordier, Professor 
of Abdominal Surgery in University Medical College of Kansas 
City, and some uterine operation by Dr. O. B. Campbell, Professor of 
Gynecology in Northwestern Medical College, of St. Joseph. It 
was well attended, tho set for 7 o’clock in the morning. 


Upon the regular program that which appeared to interest the 
doctors most of all was the demonstration by Dr. Bransford Lewis, 
Professor of Genito-Urinary Surgery in the Marion-Sims College of 
Medicine, of St. Louis, of a number of remarkable specimens in 
genito-urinary surgery, the lot including the different varieties of en- 
larged prostate, of renal and vesical calculi, a double ureter, several 
kidneys affected by pyonephrosis and hydronephrosis, and a true 
gonorrheal kidney—one in which the pus-infection was proven to 
be a pure gonococcus- infection without associated streptococci or 
staphylococci. 


ANOTHER demonstration which elicited much praise was that 
of Dr. R. B. H. Gradwohl, Assistant City Bacteriologist of St. Louis, 
concerning the bacterial cause of scarlet fever. Following this Dr. 
R. B. Turner, of Canton, Mo., read a paper upon “Therapy of Mis- 
carriage,” the discussion of which was opened by Dr. William B. 
Dewees, of Salina, Kas. (an honorary member of the society), a 
gentleman who ‘has earned a great and deserved reputation in the 
field of obstetrics. Dr. H. G. Nicks, of St. Louis, presented a re- 


(1) Removal of a hydrosalpinx, (2) cure of ventral |. 


port on “Some Results from Suggestive Therapeutics,” which was 
discust at length by Drs. Emory Lanphear and Henry Jacobson, of 
St. Louis. This closed the morning session, at which sixty-five mem- 
bers and visitors were in attendance. 


Tue afternoon session opened with a still larger number of 
doctors present, finally 127 being auditors—many of them men of 
international reputation. Dr. T. E. Potter, of St. Joseph, Mo., Pro- 
fesor of Surgery in Northwestern Medical College, read a paper en- 
titled “Operations on the Thorax,” in which he reviewed the most 
approved methods of thoracotomy for diseases of the pleura, lungs 
and pericardium. This called out a great speech by Dr. A. C. Bernays, 
of St. Louis, on surgery of the chest in general, but with special 
emphasis on Gautier’s operation: opening the chest like Schede’s 
operation for old empyema, and, after freely exposing the lung 
(which is consolidated into a small space around the great bronchus), 
splitting the thickened visceral pleura quickly and peeling it off from 
the comprest lung, which at once expands until it fills the entire 
space it normally occupies, and with ultimate fair restoration of 
function. 


AN excellent essay (which will be soon publisht in the Stylus) 
was on “The Limitations of Tuberculosis,” by Dr. William Porter, 
Professor of Diseases of the Chest in Beaumont Medical College, St. 
Louis. It was widely complimented. 


Dr. R. J. Curistiz, Jr., of Quincy, Ill., gave the history of five 
operable cases of ectopic gestation, which gave rise to a tremendously 
spirited discussion by Baldy, Henrotin, Cordier, Bernays, Campbell 
and others, the abdominal route in practically every case being 
strongly urged by Baldy and Cordier, the vaginal route of removal in 
appropriate cases being championed with equal enthusiasm by the 
others. Nearly all, at the conclusion of the argument, were con- 
vinced of the appropriateness of Henrotin’s rule: “The products of 
ectopic gestation should always be removed by abdominal incision 
in early cases, where active hemorrhage is still going on; they may 
often be more safely reacht by vaginal incision in patients seen some 
days or weeks after rupture occurred.” But the “abdominal section- 
ists” are hard to convince that colpotomy is preferable, even in the 
best of properly-selected cases. They will yield later. 


Dr. Geo. W. Cate, Jr., of Springfield, formerly Professor of 
Anatomy and Clinical Surgery in the St. Louis College of Physicians 
and Surgeons, read a good paper on “Head Injuries,’ which is to 
appear in full in the Kansas City Medical Index-Lancet. An abstract 
of this important clinical report may be found elsewhere in this 
issue of the JoURNAL. 


Dr. F. B. Dorsey, of Keokuk, Ia., next read an elaborate origi- 
nal article on some obstetrical problems, which elicited some inter- 
esting remarks from a number of practitioners. 


THE afternoon session of the first day was brought to a close 
after the presentation of a report of an epidemic of impetigo con- 
tagiosa, by Dr. A. H. Ohmann-Dumesnil, of St. Louis. This will 
—* an early number of the St. Louis Medical and Surgical 

ournal. 


At the opening of the second day’s session, messages were read 
from Drs. John B. Murphy, A. J. Ochsner and Byron Robinson, of 
Chicago, and H. E. Pearse, of Kansas City, expressing regret at 
unavoidable detention from the meeting. The papers of Drs. Ochs- 
ner, Pearse and Robinson were read by title (the manuscript hav- 
ing been forwarded to the secretary), and will be found in this issue 
of the JouRNAL. 


Dr. L. P. Watsrince, of St. Louis, gave a resumé of his ex- 
perience in the use of creasote in malarial conditions of childhood. 
He was followed by Dr. F. J. Tainter, of Warrenton, Mo., with an 
excellent discussion of the “Pathology of the Ankle-Joint.” The 
paper of Dr. D. S. Fairchild, of Clinton, Ia., being in the hands 
of the secretary, was read by title, and referred for publication in this 
JOURNAL. 


AN instructive case of injury of the elbow joint (fracture of 
humerus at condyles) was exhibited by Dr. A. C. Bernays, of St. 
Louis, there being almost complete anchylosis at the elbow. This, 
however, wags not the chief point of interest—the muscles of the 
entire forearm were so completely atrophied that the hand is abso- 
lutely valueless. This, the doctor explained in an elaborate essay, de- 


pended upon in ischemia from too tight bandaging, and not upon the 


implication of a nerve in the fracture, as erroneously believed; as a 
result of this ischemia a complete change occurs in the structure of 
the tissues, all muscle being replaced by connective tissue—a sort 
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of subcutaneous cicatrix; so when such an injury has once been in- 
flicted by tight bandaging, no amount of massage, electricity or any- 
thing else will ever do anything toward restoring function. Regard- 
less of this, tho, the essayist maintained that no surgeon should go 
upon the witness stand in a suit for malpractice and testify that the 
result is due to the doctor’s carelessness, ignorance or neglect, for it 
is an accident that may sometime cccur in the practice of even the 
most careful and skillful surgeon. 


Dr. H. C. MitcHett, of Carbondale, Ill., read a paper on the 
diagnosis of small-pox, with special reference to the mild epidemic 
which has affected nearly every part of the great West during the 
past year. His conclusion is that the disease (in spite of its almost 
nil mortality) is true small-pox of an unprecedentedly mild form, such 
as often met in Mexico however; a conclusion concurred in by Dr. 
J. A. Egan, of Springfield, Secretary of the Illinois State Board 
of Health, who discust the subject at some length. 


A cASE of recurrent glioma retine (glio-sarcoma of the orbit), 
from the practice of Dr. E. B. Mayfield, was presented by Dr. Emory 
Lanphear, who exprest the opinion that it should not be subjected to 
operation, since all such recurrent growths of the orbit cannot be 
cured, and in the majority of cases death is hastened rather than re- 
tarded by operative treatment. This opinion was sustained by Dr. E. 
C. Renaud, Assistant Professor of Ophthalmology in the St. Louis 
College of Physicians and Surgeons. 


THE afternoon session was opened by Dr. A. E. Prince, of 
Jacksonville, with an instructive paper on “Acute Inflammation of the 
Middle Ear.” It was referred for publication without discussion. 


Dr. H. LANp1s Gxtz, of Marshalltown, Iowa, followed with an 
exhaustive article on “Minor Casualty Surgery—Ideals of Practice 
and Results,” which drew out a most valuable discussion from Drs. 
Edw. Borck and A. C. Bernays, of St. Louis, J. M. Baldy, of Phil- 
adelphia, and others. 


Next came Dr. Arthur E. Mink, Professor of Nervous and 
Mental Diseases in the St. Louis College of Physicians and Sur- 
geons, who, in an elaborate brochure, proved that syringo-myelia 
cannot be diagnosticated antemortem. An animated discussion was 
expected from Dr. Chas. H. Hughes, the celebrated Professor of 
Neurology and Psychiatry in Barnes Medical College, but he was 
called away just before the conclusion of Dr. Mink’s address, much 
to the regret of the assembly. 


Dr. A. H. Corprer, of Kansas City, ex-president of the Tri- 
State Medical, read a paper on “Pathological and Clinical Phases of 
Gall-Stones,” which may be found in this issue of the JourNaL. It 
will well repay reading. 


One of the most vigorous discussions of the meeting occurred 
on the paper of Dr. W. B. La Force, of Ottumwa, Iowa, upon the 
subject “Loose Kidney,” occupying a great part of the remainder of 
the afternoon. 


THE concluding paper of the session was that of Dr. J. C. Mor- 
fit, of St. Louis, on “Stump Pregnancy,” the three remaining essay- 
ists, Dr. E. C. Renaud (Treatment of Glaucoma), Dr. James 
Moores Ball (Some New Points in Ophthalmology), and Dr. Emory 
Lanphear (Some Lessons Learned from One Thousand Peritoneal 
Sections), all requesting to have their papers read by title on ac- 
count of the lateness of the hour. 


THE retiring address of the president was a scholarly produc- 
tion, which caused very favorable comments from those who had 
the. pleasure of hearing it. It will have some influence upon the 
success of Professor Campbell on his removal from St. Joseph to St. 
Louis next autumn for the practice of his specialty, gynecology. 


Orricers for the ensuing year were elected as follows: 
President—Dr. Henry Hatch, Quincy, IIl. 
First Vice-President—Dr. H. Landis Getz, of Marshalltown, 


a. 

Second Vice-President—Dr. A. K. Van Horn, of Jerseyville, Ill. 
Secretary—Dr. W. B. La Force, of Ottumwa, Iowa. 
Treasurer—Dr. D. S. Fairchild, of Clinton, Iowa. 

Keokuk, Iowa, was selected as the place of next meeting, on 
the first Tuesday and Wednesday of April, 1901. 


Iow 


In conclusion it may be’ said (1) that financially the meeting 
was a great success, enough money being taken in to pay all past in- 
debtedness and all expenses of this session, with a small balance 
for the treasurer; (2) that Dr. O. B. Campbell, the president, made 


a model presiding officer; (3) that everybody in attendance felt that 
from a scientific standpoint it was the best meeting ever held by this 
society, and left the city with the strong determination to make the 
meeting at Keokuk next year still better; and (4) that much of the 
success of the meeting depended upon the hard work of the late secre- 
tary, Dr. John C. Murphy, of St. Louis. 


The forty-third annual meeting of the Medical Association of 
Missouri will be held in Mexico, May 15th, 16th and 17th. The 
following papers have thus far been promist: J. K. Banduy, St. 
Louis, A Case of Secondary Carcinomatous Spondylitis; Carl 
Barck, St. Louis, Intra-Ocular Tumors; J. C. Crist, Lexington, 
Acute Inversion of the Uterus; C. R. Day, Mayview, Quackery vs. 
Medical Ethics; C. A. Dannaker, Kansas City, Are Obstetrical 
Emergencies Fully Anticipated; A. H. Ohmann-Dumesnil, St. 
Louis, Two Cases of Chancre of the Groin; P. S. Fulkerson, Lex- 
ington, Diphtheria; William Frick, Kansas City, Some Observations 
on Secondary Syphilis; Pinckney French, St. Louis, Modern 
Pathology and Treatment of Appendicitis; R. S. Kelso, Joplin, 
Small-Pox, Its Prevention and Treatment; O. P. Kernodle, Sedalia, 
Recent Improvements and Discoveries in the Science of Alimenta- 
tion; H. W. Loeb, St. Louis, Limitations of the Laryngologist in 
the General Treatment of Nose and Throat Diseases; F. J. Lutz, St. 
Louis, Report on Abdominal Surgery; John Punton, Kansas City, 
Hysteria and its Protean Manifestations; E. E. Parrish, Memphis, 
Hystero-Epilepsy; E. LL. Priest, Nevada, State Medicine; J. L. 
Short, Kansas City, Entropium and Its Rational Treatment; E. Van 
Note, Kansas City, The State’s Greatest Crime; C. H. Wallace, St. 
Joseph, Treatment of Hernia by the Marcy-Bassini Operation; 
Emory Lanphear, St. Louis, Shall the Specialist Pay a Commis- 
sion for Business Sent by the General Practitioner? As sium 
on gall-stones will be a feature of the meeting, which will include 
the following: Physiology of the Bile, C. Shattinger, St. Louis; 
Pathology of Gall-Stones, H. Summa, St. Louis; Etiology and 
Diagnosis, W. G. Moore, St. Louis; Medical Treatment, C. F. 
Wainwright, Kansas City; Surgical Treatment, A. V. L. Brokaw, St. 
Louis. In addition the following have promist tocontribute: W.S. 
Alee, Olean; L. W. Dallas, Hunnewell; J. M. Allen, Liberty; John 
Young Brown, St. Louis; J. F. Campbell, Calleo; O. B. Campbell, 
St. Joseph; R. M. Funkhouser, St. Louis; Hal Foster, Kansas 
City; C. Lester Hall, Kansas City; L. I. Jones, Linden; J. E. Jen- 
nings, St. Louis; W. F. Kuhn, Kansas City; W. P. King, Kansas 
City; E. W. Schauffler, Kansas City. Arrangemegts have been 
made for an exhibit of pathologic specimens. Those who have 
appropriate specimens that are available are requested to notify the 
Committee at once, addressing Dr. A. R. Kieffer, 4268 West Belle 
Place, St. Louis. 


SURGICAL NOTES. 


Dr. Carl Beck, of New York, evidently believes in giving credit 
to Americans, even by adoption, rather than to some one ‘‘far 
away across the sea.’’ He writes thus: ‘‘Dear Dr. Lanphear—In 
your February issue, page 139, Professor Moullin, of London, quite 
correctly expresses my views regarding the advisability of early 
operation in appendicitis. The eminent author, however, errs 
when he classes me among German writers. This geographical 
dislocation is probably due to my having contributed several articles 
to German publications on this topic. In view of the paucity of 
German literature regarding appendicitis, there seemed a demand 
for such essays. While I have no reason to regret my German 
birth and education, I am none the less proud that I selected the 
United States as my home, among all the lands of the world. And, 
having striven, to the best of my ability, to do a share in the 
advancement of surgery in this my adopted country, I naturally 
prefer to be considered an American surgeon. Yours very truly, 
CaRL, BECK.’’ 


According to Senn, trephining should be reserved for the fol- 
lowing fractures of the skull: (1) Subcutaneous fractures in adults, 
with markt depression. (2) Subcutaneous fractures in adults at- 
tended by focal symptoms. (3) All compound fractures, including 
punctured and gunshot fractures. (4) Fractures, compound and 
subcutaneous, complicated by hemorrhage from the middle menin- 
geal artery. Some of the cases reported by Dr. Cale in this issue 
of the JouRNAI, do not come under any of these heads; yet even 
Dr. Senn can scarcely criticise Dr. Cale for having operated. 


Some of the chief points in prevention of sickness after anes- 
thesia, according to Blumfield (Cincinnati Lancet-Clinic), are: 
(1) Use as little of the anesthetic as possible consistent with per- 
fect anesthesia; (2) wash out the stomach at the close of the 
operation when much mucus has been swallowed; (3) in long 
operations substitute chloroform for ether after three-quarters of an 
hour; (4) move the patient about as little as possible during and 
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be free from after-sickness, and for short operations the proportion 
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after the operation; (5) place him on his right side in bed with 
the head only slightly raised; (6) give nothing but hot, thin liquids 
in small quantities for at least eight hours after; and (7) do not 
alter the temperature of the room for some hours. With proper 
attention to these points one-third of the patients operated on will 


will be much higher still. In fact, after all administrations up to 
twenty minutes, or not much longer, sickness will be found to be 
the exception. 


The editor of /uternational Journal of Surgery remarks that an 
attack of appendicitis may be a mild one, but if it is, the surgeon 
does not know it until the attack is over. As long as the attack 
lasts severe symptoms may arise at any moment. So-called mild 
cases often have remarkably rapid fatal results. The only rule to 
follow is that if the severity is increasing, operation is immediately 
necessary, whereas if it is distinctly diminishing, we are justified in 
waiting. 


Dr. A. I. Bouffleur, Associate Professor of Surgery in Rush 
Medical College, Chicago, has a paper on the treatment of goiter, in 
the November, 1899, number of Medicine, in which he sums up his 
conclusions in the following words: (1) Successful treatment 
depends upon accurate and early diagnosis of the nature of the 
goiter. (2) Struma should be treated by internal use of iodine or 
thyroid extract and intraparenchymatous injection of iodoform or 
carbolic acid. (3) If these fail, either enucleation or partial thy- 
roidectomy is indicated. (4) Adenoma should be treated by enucle- 
ation if the tumor is small, and by partial thyroidectomy if of large 
size. (5) Cysts should be treated by evacuation and injection of 
carbolic acid solution or iodoform emulsion. (6) If this fails, they 
should be enucleated. (7) Sarcoma and carcinoma should be 
treated by complete removal of the thyroid gland, with subsequent 
administration of thyroid extract. (8) The treatment of exophthal- 
mic goiter is generally unsatisfactory, and at the present time 
surgical measures promise the best results. (9) Undifferentiated 
goiter may be treated by thyroid extract and iodine; but intraparen- 
chymatous injections, and, if necessary, operative treatment should 
be employed early. (10) The surgical treatment of all varieties of 
chronic goiter is, generally speaking, the most successful and the 
most satisfactory. 


A remarkable result from the treatment of enteroptosis was 
reported by Dr. M. Rosenwasser to the Cleveland Medical Society, 
February 9, 1900. The patient was a girl, seven years old, who had 
always been speechless, due to a badly hypertrophied tongue, the 
left kidney floating and the right one palpable. There was gas- 
troptosis and enteroptosis and incontinence of urine from infancy. 
The skin and extremities were cold and sweaty. She was treated by 
adhesive strap bandages to hold the viscera in place. There was no 
medication. Her speech, which was originally only a guttural 
sound—‘‘guh’’—is now perfectly normal, as is the tongue. The 
kidneys remain in place and are not palpable. The incontinence of 
urine ceast from the first bandaging; her digestion and circulation 
improved. The skin is dry and the extremities are warm. The 
writer asserts that a drag on the main abdominal vessels, arterial, 
venous or lymph, or their branches, at or below the diaphragm, such 
as may occur in enteroptosis, can cause functional stenosis, resulting 
in increast heart action by increast thoracic or cranial pressure, and 
disturbances, such as hypertrophies, aneurisms, edemas, etc., as- 
well as visceral and digestive disturbance from pressure, drag, etc.|f 
producing local anemias, stasis, hyperemias and nervous disturbances. 


Journal of the American Medical Association, March 10, 1900, 
gives a synopsis of an article by Dr. Robt. F. Weir, of New York, 
on the treatment of sliding hernias of the cecum and sigmoid, as 
follows: In this class of hernias there is defective investment of 
the cecum, or colon, by peritoneum, so that the hernia has only 
a partial sac. He thinks this rather frequent, occurring in eight 
cases out of twenty in which the ascending and descending colon, 
alone or accompanied by the cecum and sigmoid, was involved. 
“Slip hernias’’ are more common in the left side and in males in 
advanced or middle life. It is difficult to determine their nature 
before the required surgical intervention. They are reducible in 
the early period and soon become irreducible and are usually 
scrotal. It is wiser in irreducible hernia of the left side to make 
the incision into the sac wall to the inner side of the scrotal swell- 
ing, and not to carry it too low down. As regards treatment, there 
is little in the text-books or in special works, notwithstanding the 
difficulty and dangers involved in the reduction. The author has 
recently attempted freeing the bowel from its bed, and the covering 
of the raw surface with peritoneum taken from the sac. This was 
accomplisht by dissecting it up on one side of the bowel, at the top, 
on a level with or a little above the internal ring, and at the bottom 
to a short distance below the bowel. The latter is then loosened by 
peeling off with the finger, or, if tightly fastened, by cutting or 
snipping with scissors, as widely as possible from it until it is 


widely by retractors, or even enlarged by cutting, if required to 
obtain a good view. Then the loosened peritoneum is turned back- 
ward and sutured behind the gut as far as practicable. The peri- 
toneal flap should be an ample one, so as to permit, to a satisfactory 
degree, the unfolding of the bowel loop and thus avoid kinking, 
which, however, is rarely of importance in the large intestine. 
The ring is afterward carefully sewed together after the newly 
covered bowel is reduced, and if the patient has consented to the 
justifiable proposition to sacrifice the testis on this side, a radical 
cure may reasonably be looked for. He hopes that the peritoneal 
covering thus aids in preventing recurrence, as the direction of 
further slipping is turned away more from the hernial outlet. In 
two cases in which he has tried this there was no difficulty in opera- 
tion, and there has been no recurrence. 


The views of Dr. W. W. Keen, professor of surgery in Jeffer- 
son Medical College, Philadelphia, on the operative treatment of 


geon should be called in consultation the moment that any abdom- 
inal symptoms indicative of possible perforation are observed. (2) 
If it be possible to determine the existence of the preperforative 
stage, exploratory operation should be done under cocaine anesthe- 
sia before perforation, shock and sepsis have occurred. (3) After 
perforation has occurred, operation should be done at the earliest 
possible moment; provided (4) that we wait till the primary 
shock, if any be present, has subsided. (5) Ina case of suspected 
but doubtful perforation, a small exploratory opening should be 
made under cocaine to determine the existence of a perforation, and 
if hespital facilities for a blood count and for immediate bacteriolog- 
ical observation exist, their aid should be invoked. (6) The 
operation should be done quickly, but thoroly, and in accordance 
with the technic already indicated. (7) The profession at large 
must be aroused to the possibility of a cure in nearly, if not quite, 
one-third of the cases of perforation, provided speedy surgical aid 
is invoked. 


Dr. Ernest La Place, professor of surgery in the Medico- 
Chirurgical College, of Philadelphia, takes the position that there 
is less danger of infection or hemorrhage after the use of the clainp 
and cautery than after the ligature, crushing, injection, or White- 
head’s operation for piles. He publishes 175 cases treated by this 
method during the past ten years without the slightest accident 
from hemorrhage or sepsis. Of this number 110 were males and 
65 females, and ranged in age from 22 to 30 years; the number of 
tumors present varied from one to six; in ten cases the proportions 
of the hemorrhoids almost amounted to a prolapse of the rectum. 
Five cases were operated on by injecting a 5 per cent solution of 
cocaine around the sphincter, after which it was applied directly to 
the tumors, with the result that the sphincter muscles were thoroly 
dilated and the piles removed by the clamp and cautery, the patients 
suffering very little pain during and after the operation. There has 
never been a relapse after any of his operations for hemorrhoids by 
the clamp and cautery method. 


GYNECOLOGICAL NOTES. 
LY At a recent meeting of the Chicago Gynecological Society Dr. \ 
. H. McDiarmid mentioned a very unusual accident in his practice: 

rupture of an abscess-of the appendix vermiformis thru the vagina. ¢ 


A case of ossification of the uterus is reported to New York 
Medical Journal of March 3, 1900, by Dr. C. Jeff Miller, gynecolo- 
gist to Charity Hospital, New Orleans. 


Dr. Franklin H. Martin, professor of gynecology in the Chicago 
Post-Graduate Medical School, some years ago one of the most 
prominent advocates of the electrical treatment of fibroids, now 
says: ‘‘The treatment of fibroid tumors of the uterus, for absolute 
cure, may be summed up as vaginal or abdominal hysterectomy. 
Fibroids larger than a diameter of from three to four inches should 
always be attackt from above instead of removed by the vagina, as 
one can better deal with the attachments which may be formed, and 
with infected appendages, and have a larger field in which to do 
work. Smaller ones should be removed thru the vagina.’’ 


In a recent clinic of Dr. E. E. Montgomery, professor of gyn- 
ecology in Jefferson Medical College, a woman was exhibited with 
congenital absence of the vagina. At the operation the bladder and 
rectum were separated by dissection, the labia minora being dis- 
sected loose by flaps and reflected into the opening. The vagina 
thus made was kept packt open with iodoform gauze until the gran- 
ulation had well commenct, when a glass tube was inserted to be 


releast up to or above the internal ring, which is to be opened 


worn until cicatrization is completed. 


typhoid perforation, may be summarized as follows: (1) The sur- 
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A case of such rarity as to warrant mention is one of ovarian 
cyst infected by typhoid bacillus, reported by Wallgren in Archiv 
‘tom Gynaekologie, Vol. LIX, Part I, 1899. Bacteriological exam- 
ination was made of the contents of the tumor. Werth, Sudeck and 
Pitha have publisht the only other undoubted cases. Wallgren’s 
patient was thirty-nine years old. A small tumor was noticed in 
the hypogastrium in 1893. It grew slowly, and gave little incon- 
venience till an attack of fever in the summer of 1897. Since then 
the patient has never felt well; the tumor became tender, and there 
were frequent rigors and attacks of feverishness. Ovariotomy was 
performed in September, 1898. There was a parietal adhesion of 
limited extent, but in separating it the cyst ruptured, and some 
cystic fluid mixt with pus escaped. The pedicle was secured with- 
out difficulty. After a slight pulmonary complication and high 
pulse and temperature the patient recovered. The cyst was der- 
moid, its fluid contents were purulent, and contained the Eberth 
bacillus, which were readily cultured. 


In Zexas Clinic of April, 1900, it is noted that Dr. Samuel 
E. Milliken, of Dallas, recently removed an ovarian cyst from a 
woman of 64 who had been in extremis on three distinct occasions 
from intestinal obstruction, undoubtedly due to pressure of the 
tumor. It was with the greatest difficulty that a movement of the 
bowels could be obtained with the use of the colonic tube and the 
other usual measures. The immediate relief from the symptoms 
have been all that could be expected. At the first dressing of the 
abdominal wound, on the sixteenth day after the operation, the 
sutures were removed and firm union found. 


A successful Cesarean section is reported to Cincinnati Lancet- 
Clinic by Dr. John A. Grafft, of Hamilton, Ohio, thus: ‘‘At 4a.m., 
December 26, 1899, I was called in consultation by Dr. Sharkey to 
see a case of confinement, which presented all the signs of complete 
gestation, but upon examination it was found to be impossible to 
deliver the child because of a contracted —— the antero-posterior 
diameter of the pelvis being only one and three-quarter inches, and 
the transverse diameter three inches. Finding this to be the con- 
dition of the pelvis, it was decided to operate at once. The patient 
was carefully and hastily moved to Mercy Hospital, where more 
commodious quarters and ample facilities would be at hand. The 
patient was then prepared with the usual antiseptic care and made 
ready for the operation. Chloroform was administered. The 
abdominal incision was made parallel to and one inch to the right 
of the median line, and the hemorrhage controlled. The peritoneal 
cavity was then opened, and the uterus was next in the field of 
operation. ‘The peritoneal cavity was then well packt over lateral 
- portions of uterus, to prevent blood from entering the peritoneal 
cavity. An incision was then made into the anterior surface of the 
uterus, and we found the placenta attacht to the uterus under the 
line of incision, with profuse hemorrhage. My right hand was then 
past into the uterus, and, seizing the feet, delivered a living ten- 
pound boy. The grasping of the uterus with left hand, next 
caused contraction and controlled the hemorrhage. The uterine 
incision was then united with silk, the uterine discharge passing 
thru the normal channel. The ovaries were then ligated and 
removed, and the peritoneal cavity closed in the usual manner. 
The patient did not suffer from shock so much as would be expected 
in this kind of an operation. The child was placed at the breast on 
the second day, and the abdominal sutures removed on the eighth 
day. The mother and her babe are doing well.’’ 


Of much import upon the discussion now raging in America 
relative to the comparative value of abdominal and vaginal section is 
the experience of Schauta, given in Wiener Klinische Wochen- 
schrift, January 18, 1900. As the result of twenty years’ work he 
now decides that abdominal section is better adapted for conserva- 
tive operations and the vaginal route for radical intervention, except 
in case of ovarian cysts and fixation of the uterus. He tabulates 
2,391 operations, about equally divided between the vaginal and 
abdominal routes. The mortality of the former was 4.7 per cent— 
including 2.8 per cent directly due to the operation—and the mor- 
tality of laparotomy, 10.2 per cent, with 5.9 per cent due to opera- 
tion. He operated thru the vagina in 92 cases, retaining the 
uterus, with 3 deaths; also for hysteropexy in 178 cases, with no 
deaths. The corresponding cases treated by laparotomy numbered 
958, with 76 deaths. The operations thru the vagina, in which the 
uterus was removed—842 in all—show a mortality of 50, including 


28 as the direct result of operating. (It should be noted that half 


of this mortality was in cases of cancer.) The corresponding cases 
operated on thru the abdomen—321 in all—have a mortality of 55, 
with 35 ascribed to the operation. In all cases of carcinoma oper- 
“ated on, the percentage of deaths from recurrences was 21.4 by the 


close of the first year; 39.2 at the close of the second year; 53.1, 
third year; 62.7, fourth year; 66.4, fifth year, and 75 the sixth year. 
This is a much better average than Krukenberg’s statistics. He 
found that only 17.6 per cent were free from recurrence at the close 
of the fifth year, of all the patients operated on in the German 
clinics for carcinoma of the cervix. Schauta continues: ‘‘The mor- 
tality less than half, and the painless, uncomplicated course of 
vaginal celiotomy, and its other advantages over laparotomy, place 
it far above the latter in selected cases. The objections of operating 
in the dark and difficulty in arresting hemorrhage, are all obviated 
by careful selection of the cases, and the technic followed of late 
years. The entire operation from beginning to end must be carried 
out under the eye, the same as any other surgical intervention.’’ Gen- 
erally speaking, he concludes, laparotomy should be reserved for 
solid ovarian tumors, adherent or multilocular cystic and all malig- 
nant ovarian ones, for enucleations of myomata and for conservative 
Cesarean section. He considers the recent technic of vaginal sec- 
tion one of the greatest achievements of operative gynecology, but 
admits that it requires greater skill and patience on the part of the 
operator than abdominal section. 


BOOK NOTES. 


One of the most valuable books issued during 1899 was the 
second edition of the ‘‘American Text-Book of Gynecology,’’ medical 
and surgical, by ten of the leading gynecologists of America; 
edited by J. M. Baldy, M.D., Professor of Gynecology in the Phila- 
delphia Polyclinic. It is a handsome Imperial octavo volume of 718 
pages, with 341 illustrations in the text, and 38 colored and half- 
tone plates, published by W. B. Saunders, of Philadelphia, and sold 
in cloth, $6.00 net; sheep or half-morocco, $7.00 net. In this 
revised edition much new material has been added and some of the 
old eliminated or modified. More than forty of the old illustrations 
have been replaced by new ones, which add very materially to the 
elucidation of the text, as they picture methods, not specimens. 
The section on the bladder, urethra and ureters is extensively 
altered, the chapters on technic and after-treatment have been con- 
siderably enlarged, and the portions devoted to plastic work have 
been so greatly improved as to be practically new. Hysterectomy, 
both abdominal and vaginal, have been rewritten, and all the 
descriptions of operative procedures have been carefully revised and 
fully illustrated. Every gynecologist should buy, and read, a copy. 


P. Blakiston, Sons & Co., of Philadelphia, have just issued the 
fourth edition of ‘‘Gould’s Pocket Medical Dictionary,’’ which gives 
the pronunciation and definition of some 30,000 words used in medi- 
cine and the collateral sciences, with dose-tables, etc. The book is 
a most excellent one in every way save that the dose-list is ‘‘behind 
the times’’ and should be revised. For instance: the dose of phos- 
phate of sodium is 1 dram to 1 ounce instedd of 2 to 15 grains; 
codeine (‘‘sulphate’’ and ‘‘phosphate’’ omitted), 1 to 3 grains 
instead of + to 1 grain, etc. It is well worth the price, $1.00. 


Dr. W. N. Beggs, well and favorably known in St. Louis as a 
cultured gentleman and a scholarly writer, has assumed editorial 
control of the Colorado Medical Journal at Denver. The initial 
number under his management shows good work. May the success 
of the Journal be proportionate to its deserts! 


The Palisade Mfg. Co., of Yonkers, N. Y., have just printed a most 
valuable little octavo volume on ‘‘The Essentials of Hematology,”’ 
which will be found to be a very practical guide to the clinical 
examination of the blood for diagnostic purposes. Any doctor who 
has not received a copy should certainly send for a copy and study 
it carefully; it will be found to contain a number of new things, and 
useful. 


Among interesting reprints recently received, deemed worthy 
of notice, may be mentioned: ‘‘Studies in Internal Antisepsis;’’ by 
Edwin Klebs, M. D., formerly of the faculties of Bern, Wurtzburg, 
Prague, Zuerich and Chicago. ‘‘The Surgery of Inguinal Hernia;”’ 
by Dr. J. V. Morgan, of Indianapolis, Ind. ‘‘Some Points in the 
Diagnosis of Traumatic Injuries of the Central Nervous System; 
by Dr. J. T. Eskridge, of Denver. ° 9 
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CAUTION REGARDING HEROIN. 


The April Druggists’ Circular and Chemical Gazette says in 
substance: Under the above heading, we mentioned in our March 
issue two cases in which persistent vomiting followed the use of this 
drug, in one of which a fatal termination was at least partly charge- 
able to this action. These cases, as we stated in our note, were re- 
ported by Dr. Thomson in the Mew York Medical Journal. This 
report has brought to the Journal from Dr. Wm. J. Robinson, a state- 
ment of two cases in his own practice, of a similar nature. Dr. 
Robinson suggests that there is a possibility that heroin, which is 
diacetyl-morphine, may in such cases have become transformed into 
apomorphine or some similar body. Dr. Manges calls attention in 
the same journal to a statement of his ina report ona study of heroin, 
that ‘‘vomiting might occur after its use.’’ He makes ita rule to tell 
patients that when vomiting does occur to discontinue the drug. 
The doses given in the case that ended fatally he thinks were excess- 
ive. These new statements add further proof to the uncertain action 
of the drug; and we think that it is quite plain that it needs more 
watching than opiates in general. The untoward and even serious 
after-affects of heroin bring forcibly to mind the many excellent and 
time-tried remedial qualities of codeine— always safe, always certain 
and uniform. The combination of codeine with antikamnia presents 
a most desirable mode of obtaining the full value of these two excel- 
lent remedies, and there is no better form in which to exhibit them 
than in the well-known antikamnia and codeine tablets, each con- 
taining four and three-fourths grains antikamnia and one-fourth 
grain codeine. 


Dr. A. Lapthorn Smith, professor of clinical gynecology in 
Bishop’s College, of Montreal, has an interesting article in the 
Journal of the American Medical Association for November 4, 
1899, on ‘‘Floating Kidney Simulating Diseases of the Genital 
Organs of Women,”’ in which he suggests that floating kidney gives 
rise to so many symptoms which we have been accustomed to 
attribute solely to the genital organs that it is no wonder that fail- 
ures to recognize it have occurred. The symptoms in their order or 
frequency and importance he classes under three general heads: 
(1) Disorders of digestion accompanied with pain not only in the 
right side, from the dragging, but more especially in the left, and 
which may be described as a cardialgia or a gastrodynia. Some of 
the patients attributed their pain only to their heart, having also 
shortness of breath and a smothering feeling Many of them com- 
plained of pain all over the bowels. Two, who have consulted the 
doctor since his paper was begun, said they had a fluttering feeling 
in the abdomen, or as if the bowels were turning over and over. 
This dyspepsia resembles that due to lacerated cervix, for no matter 
what one does for it the benefit will only be temporary and the 
patient will soon complain as much as ever. She may get relief 
from it for several months during the latter half of pregnancy when 
the uterus pushes up the kidney with the other abdominal contents; 
or if a gynecologic operation or a broken leg keeps her in bed—for 
several weeks the kidney slips up into place and she feels well. 
But as soon as she gets up, her dyspeptic pains, the anorexia and 
gaseous eructations, the constipation and foul breath all return. 
Some have thought that these dyspeptic symptoms were due to the 
pressure of the floating kidney on the duodenum, but they are 
present just the same when the left kidney is displaced, which can- 
not reach the duodenum. (2) General nervousness—naturally, 
sweet-tempered women become cross and irritable. They cannot 
sleep on their left side and do not sleep well even on their backs or 
right sides. As long as they are sitting or standing they cannot 
remain still, but are in a constant state of fidgets. It may be noted 
here that this nervousness, like that due to a lacerated cervix, does 
not disappear immediately on the cause being removed; the nervous 
system seems to acquire a disordered habit. (3) Palpitation of the 
heart, coupled with the pain over the cardiac end of the stomach, 
leads the patient to have the firm conviction that she had heart dis- 
ease. Both the rapid pulse and the pain disappear almost immedi- 
ately after nephrorraphy. It should be easy for the gynecologist at 
least, if not for all practitioners, to understand why a floating kid- 
ney should cause these symptoms in the circulatory and nervous 
systems, for we see exactly the same phenomena brought about by 
a lacerated cervix. There a diseased condition of less than a square 
inch of tissue will cause the most markt disturbances in distant 
parts of the body—headaches, disorders of vision, loss of memory, 
palpitation of the heart, obstinate constipation and dyspepsia. And 
when we remember that the great sympathetic nerve and the termi- 
nation of the right pneumogastric go to form the solar plexus, which 
supplies all the abdominal viscera; that these two nerves supply the 
heart, and that the sympathetic controls the circulation of the 
brain, it is not difficult to understand why the irritation of a floating 
kidney pulling and dragging at the solar plexus should produce all 
these reflex disturbances in distant organs. As all know, the solar 
plexus is situated behind the stomach, in front of the aorta and 
crura of the diaphragm. It surrounds the iliac axis and root of the 
superior mesenteric artery, extending downward as low as to the pan- 
creas and outward to the suprarenal capsules. There are only two 
conditions, in the writer’s opinion, with which a movable kidney might 
be confounded. These are a distended gall-bladder and a cancer of the 


pyloris. The treatment suggested by the writer is along the line of 
that followed by other operators. The suggestion is made that the 
Weir Mitchell rest treatment is in some cases successful, owing to 
the improved nutrition. The only objection to this plan of treat- 
ment is the time it takes. The other plans of treatment are the use 
of the pads or anchoring the kidney by suture. 


A DESERVED SUCCESS. 

Dr. John Punton, of Kansas City, Mo., has let the contract for 
his new sanitarium, which is to cost $20,000, and will be a strictly 
modern institution in every way, being fully equipped with all the 
latest conveniences. He expects the building to be ready for occu- 
pancy about the first of September. 

Dr. Punton has for a number of years been receiving patients 
suffering from nervous and mental diseases, requiring isolation at his 
home for private treatment, and his business has increased to such an 
extent as to require a more commodious building to accommodate his 
patrons. 

While the new home will be a much larger structure than the 
present one it will still retain all the comforts of a home. 


SANMETTO IN CHRONIC ORCHITIS. 

J. A. Stothart, M. D., Savannah, Ga., reports the following 
case: “During November, 1808, a Greek fruit vender called at my 
office, suffering with chronic orchitis. The patient stated that the 
first attack occurred four years prior to this time. During the four 
years there had never been more than two and a half months be- 
tween the attacks. He had been under treatment most of this time, 
and several times in the hospitals and has been discharged as cured 
by several physicians. The testicle had almost arrived at the con- 
dition of ossification, but at no time had there been any pus forma- 
tion. I prescribed Sanmetto, and directed that the treatment be 
continued for two or three months. My treatment was carried out 
to the letter, and there has never been any return of the trouble 
since beginning the use of Sanmetto. I have used Sanmetto in 
other urethral troubles with very satisfactory results.” 


LEUCORRHCEA AND VAGINITIS. 

For leucorrhcea and vaginitis I find nothing better than Water- 
house Medicated Uterine Wafers, made by the Waterhouse Phar- 
macy Co., of St. Louis. I use them in all cases of uterine and 
vaginal inflammations, and ‘especially where the patient detlines 
exposure to examination. Miss L. had had the “whites” ever since she 
first menstruated, four years ago, until she commenced using these 
wafers according to my directions, which were to take a vaginal 
douche at bedtime and then insert a wafer up in the vagina as far as 
the cervix, leaving it remain all night. The vaginal secretions and 
bodily warmth dissolved it and spread its healing influence all over 
the vaginal surface. In the morning another douche was advised 
and the wafer repeated in the third night. After the third wafer the 
vaginal membrane came away and no more leucorrhcea has appeared 
since. It is now*five months since I treated her. L. O. W 


SPRING COUGHS. 

Dr. George Brown, eye, ear, nose and threat specialist of At- 
lanta, Ga., one of the most widely known specialists and most 
skillful operators in the South, in a timely article in Moody's Maga- 
sine of Medicine, said: ‘Nothing is more annoying to a patient than 
a perpetual tickling cough. Whether the immediate cause be marked 
or mild, if allowed to continue the results are almost sure to be 
more or less serious. The paroxysms initiate untoward reflex 
impressions, augment the local disturbances, and, by. interfering 
with the patient’s rest, depress the vis vite, making the sufferer 
readily susceptible to the inroads of other attacks. 

As practitioners are aware, tickling coughs are particularly 
numerous and stubborn during the spring and fall. It is well there- 
fore at such times to prescribe that which will be sure to relieve 
without unpleasant after effects. In nine cases out of ten antikamnia 
and codeine tablets will be found almost a specific. The well-known 
analgesic properties of antikamnia act excellently and synergetic- 
ally with the physiological effects of codeine, which has a marked 
salutary selective influence on the pneumogastric nerve, making this 
combination one of the most valuable in medicine.” 


TREATMENT OF EPILEPSY. 

Dr. Edward Francis Brady, in an article entitled “Epilepsy” 
(Hospital Bulletin and Clinical Reporter) says: I do not approve 
of the Gowers plan of treatment. The dosage is too massive, and I 
think unsafe. The danger from collapse is always to be feared, 
and if that is escaped bromism is almost certain to be produced. 
I think that the combination of all the bromides, the potassium, 
sodium, ammonium, calcim and lithium is the best form in which 
to use them, for that reason I always use Peacock’s Bromides. This 
preparation contains the five bromides, and is a safe, reliable and 
staple article, and by its use we escape the substitution of phar- 
macies. 
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